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ABSTRACT OF DISSERTATION

REHABILITATION COUNSELING PERCEPTIONS AND PSYCHOSOCIAL
STRESSORS OF ARAB-IMMIGRANT CAREGIVERS OF CHILDREN WITH
AUTISM SPECTRUM DISORDER

This research study provides important insights on the psychosocial stressors
faced by U.S. Arab immigrants when raising a child with ASD, their perceptions of
rehabilitation counseling, and the implications of rehabilitation counseling practice based
on gender, age, education, and race. More specifically, this study has provided a detailed
literature review as well as new insights into the challenges faced by the caregivers and
recommendations that rehabilitation counselors should consider when helping these
families overcome psychosocial issues and adjust to their circumstances. Using the
DASS-21 questionnaire and a multi-factor analysis, it has identified specific groups of
caregivers that may need help from rehabilitation counselors. Overall, this data-driven
study has developed promising ways to promote positive change in the American Arab
community regarding caregiving of children with ASD.
KEYWORDS: Rehabilitation counseling, autism spectrum disorder, Arab immigrant,
psychosocial stressors, multi-factor analysis.
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CHAPTER 1. INTRODUCTION
1.1 U.S. Immigration
The U.S. is currently witnessing a large influx of people migrating from less desirable
conditions to more promising conditions across borders. According to the U.S. Census Bureau,
more than 42.4 million or 13.3% of the total U.S. population of 318.9 million were immigrants in
2014. That was almost double the 7% immigrant population of the U.S. in the 1970’s.
Additionally, the number of foreign-born immigrants in the U.S. has quadrupled since 1965,
reaching a record 44.8 million in 2018 and accounting for roughly one-fifth of the world’s
migrants (Budiman, 2020).
The Arab immigrants initially inhabited the East Coast, but by the end of the 20th century,
there was a large settlement of Arabs in the greater Detroit area. Currently, a sizeable number of
immigrants from Arab countries and Arab Americans can be found in every state. About two
thirds of them live in California, Michigan, New York, Florida, Texas, New Jersey, Illinois, Ohio,
Pennsylvania, and Virginia (Arab American Institute, 2021). Metropolitan Los Angeles, Detroit,
and New York are home to one-third of the population (Arab American Institute, 2021).
In terms of racial diversity, Arab Americans are as diverse as their countries of origin.
The majority of Arab Americans and immigrants have ancestral ties to Lebanon, Syria, Palestine,
Egypt and Iraq. Based on data from the Office of Immigration Statistics, the largest number of
new Arab immigrants in the U.S. in the past decade came from Iraq, Somalia, and Egypt (Arab
American Institute, 2021). With the increase in immigration there is also an increase in the
number of psychosocial issues affecting individuals. One such issue is the increase in the
incidence of autism spectrum disorder (ASD). As with other populations, Arab American
caregivers are experiencing an increase in children diagnosed with ASD (Alsayyari, 2017).
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1.2 Immigrants and Children with ASD
Having a child with ASD poses unique challenges and emotional stressors on parents
under normal, stable, and healthy conditions. However, under stressful conditions, such as
migrating and adapting to a new culture, the challenges of meeting the needs of a child with ASD
become magnified and may contribute greatly to the level of depression of one or both
parents/caregivers. When these stressful conditions arise, they not only lead to greater depression
and anxiety, but may ultimately impair mental health (Alallawi, Hastings, & Gray, 2020; AlFarsi, Al-Farsi, Al-Sharbati, & Al-Adawi, 2016).
Most research on ASD in the U.S. has been conducted on U.S.-born families and
comparatively little research has been conducted on individuals from other cultural backgrounds,
including Arab Americans. Arabic cultural influences and other contextual factors may play
significant roles in shaping the individual experiences, perceptions, and help-seeking behaviors
of Arab caregivers, including specific psychological help they receive. For instance, Arab
caregivers may be reluctant to disclose or admit that their children have ASD and that they are
experiencing depression, anxiety, and stress when taking care of these children.
Evidence-based psychosocial interventions, such as behavioral treatment and parental
skills training programs, can reduce difficulties in communication and social behavior, which
will positively impact the well-being and quality of life for persons with ASD and their
caregivers (WHO, 2017). More importantly, such interventions may help alleviate mental
stressors that lead to depression and anxiety. Unfortunately, it is common for parents to avoid
talking about the depression they are experiencing. This in turn prevents counselors, psychiatrists,
and psychologists from screening and treating these parents. One of the key obstacles is the
negative stigma attached to these families. For example, many Arab families tend to believe that
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people with depression are dangerous or unstable. There are also negative stereotypes that may
lead to discrimination at work or even finding a home. Because of the concerns about stigma,
some of these parents may try to hide the problem and not admit they need psychiatric treatment,
therapy, or medication.
1.3 Statement of Problem
Most research on ASD in the U.S. focused on U.S.-born families and comparatively
limited research has been conducted on the influence of cultural background in a new social
setting, such as immigrants residing in a host country. While Arab immigrants of children with
ASD have been studied in other countries, virtually no studies on the problem unique to the U.S.
have been reported. The difference between the Middle Eastern and Western cultures, along with
other contextual factors such as adjustment to social environment and healthcare infrastructure
may contribute to variations in parental experiences of raising a child with ASD in the U.S. In
addition, the limited research on Arab-immigrant parents’ perceptions about seeking help calls
for further investigation. Therefore, the perceptions of Arab-immigrant caregivers of children
with ASD on rehabilitation counseling services will be evaluated in this research study. Negative
perceptions such as a lower level of service due to immigrant status and a lack of confidentiality
may lead to increased reluctance to seek counseling help. Furthermore, the levels of depression,
anxiety, or stress reported by Arab-immigrant caregivers of children with ASD may differ by
gender, race, education, and age. It is important to measure these variations to better understand
their psychosocial stressors.
Grandpierre et al. (2018) conducted a review of articles about rehabilitation services and
minority populations. Even though some barriers were identified, the authors concluded that
there was a gap in research related to the caregiver experience in all rehabilitation fields. This
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observation is corroborated by Abuelezam, El-Sayed & Galea (2018), who reported that Arab
Americans are a historically understudied minority group in the United States, especially in
relation to their health needs and risks. Hence, there is a need to evaluate the perspectives and
attitudes of under-represented communities with respect to rehabilitation services.
1.4 Purpose of the Study
The purpose of this study is to understand the perceptions of Arab-immigrant caregivers
of children with ASD about rehabilitation counseling and evaluate the levels of depression,
anxiety, and stress of these caregivers. More specifically, the research will examine the attitudes
of U.S. Arab-immigrant caregivers of children with ASD towards specific rehabilitation
counseling factors. This study will also assess the different levels of depression, anxiety, and
stress of Arab-immigrant caregivers of children with ASD and how they are affected by gender,
race, education, and age as measured by the 21-item Depression, Anxiety and Stress Scales
(DASS-21) scale.
1.5 Significance of the Study
There are three major contributions of this research. The first presents a careful analysis
of the primary and secondary factors related to Arab-immigrant American caregivers of children
with ASD. The participants in this study represent diverse family backgrounds regarding ethnic
race, educational attainment, and age. The study will evaluate the relationship between these
secondary factors and the primary factor of caregiver gender.
The second relates to insights into psychosocial issues impacting Arab-immigrant
caregivers of children with ASD and areas where rehabilitation counseling may be effective.
Such counseling can assist these caregivers in overcoming or managing the current challenges
they are facing and support a cohesive family unit in spite of these challenges.
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The third and final research contribution is to construct a theoretical framework that can
be widely applied for future research work, including an effective statistical model that covers an
in-depth analysis of the various factors underpinning the experiences of the affected subjects. In
particular, the framework will formulate relevant hypotheses on the roles of personal variables
that impact the experiences of Arab-immigrant parents of children with ASD.
1.6 Theoretical Framework
This study is guided by the theoretical hypothesis that the adjustment to psychosocial
stressors for Arab American parents of children with ASD is primarily influenced by gender and
perceptions toward disability. In addition, the Arab culture plays a critical role in understanding a
parent’s help-seeking behavior. To assess the dynamic emotional impact of children with ASD
on Arab American families and to help rehabilitation counseling professionals, a better
understanding of coping with stressors and the adaptation process in these families is necessary.
The mental health of these families may be connected to the success of acculturation orientation
in the host country, which is heavily influenced by factors such as gender, age, length of
residence in the U.S., and social acceptance. Additionally, protective factors such as family,
ethnic identity, and religiosity may enhance resilience and reduce acculturative stress. The
existing theoretical research constructs are summarized in the next few paragraphs. This is
followed by new research constructs that are carried out in this study.
The family is viewed as a foundation of the Arab community and Arab women are
expected to be responsible for raising the children and imparting Arab values. Because the
family affects individual behavior, a change to that system can potentially affect all individuals
involved in that system. For example, a group of researchers have developed the Resiliency
Model of Family Stress, Adjustment, and Adaptation (Kosciulek, McCubbin, & McCubbin, 1993)
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to emphasize the importance of family adaptation, rather than the adjustment to stressors such as
disabilities or chronic illnesses. The model explains why some families can cope with adversities.
Rosenthal et al. (2009) further identifies the main factors that may lead to a dysfunctional family
under stressful circumstances, including potential family stressors, availability of family
resistance resources (economic, psychological), family appraisal of stressor, family coping
patterns designed to protect the family from breakdown, and functional adjustment to the stressor.
Ethnic or cultural identity is a key determining factor that affects the attitudes and
perceptions of Arab Americans towards disability (Al Khateeb et al., 2014). This is because such
identity provides a sense of collective support and shared experience for individuals faced with
discrimination and other stressors. Since disability may have a significant impact on the Arab
family, rehabilitation counselors and clinical psychologists are encouraged to build trust and
rapport with the individual as well as the whole family (Ezenkwele & Roodsari, 2013). Given the
religious context governing the family life of Arab Americans, it would be relevant to consider
how persons with disabilities are given care. Although the prevalence of disability of various
ethnic groups in the U.S. is well documented, Arab Americans received very little attention
(Donovan, 2013). Moreover, many Arab Americans with disabilities often received inadequate
intervention services and are neglected or stereotyped. In fact, they are considered the most
stereotyped and marginalized group in the country (Al Khateeb et al., 2014).
The new research constructs in this study focus on a statistical data analysis and the
influence of multiple factors as listed in the DASS-21 survey. For example, the study will
examine the role of caregiver perceptions and the impact of gender, race, education, and age on
the levels of depression, anxiety, and stress of these caregivers when caring for a child with ASD.
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Since the survey comprises many predicting variables, a multi-factor analysis will be conducted
to assess the variables that are closely related.
1.7 Research Questions
The research questions are:


What are the perceptions of Arab-immigrant caregivers of children with ASD about
rehabilitation counseling services?



Do Arab-immigrant caregivers of children with ASD who report anxiety or depression differ
by gender, race, education, and age in their depression, anxiety, or stress levels as measured
by the DASS-21 scale?

1.8 Terminology
The following terms can be found in the study:


Anxiety: Anxiety disorders involve more than temporary worry or fear. For a person with an
anxiety disorder, the anxiety does not go away and can get worse over time. The symptoms
can interfere with daily activities such as job performance, school work, and relationships
(NIMH, 2021).



ASD: Autism spectrum disorder is a life-long developmental disability that is usually
identified by the age of three. Currently, there are no biological markers of ASD. Thus,
ASD is defined and identified through behavioral characteristics. Although there is a wide
spectrum of characteristics associated with ASD, there are three core features (Zachor and
Merrick, 2013): 1) abnormalities of social interaction; 2) impaired verbal and non-verbal
communication; and 3) restricted repertoire of interests and activities. The diagnostic and
statistical manual of mental disorders (DSM-5) specifies the diagnostic criteria for ASD.
According to DSM-5 (American Psychiatric Association, 2015), a child with ASD must
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have persistent deficits in each of three areas of social communication and interaction plus
at least two of four types of restricted, repetitive behaviors. Examples of persistent deficits
include social-emotional reciprocity, nonverbal communicative behaviors used for social
interaction, and deficits in developing, maintaining, and understanding relationships.
Examples of stereotyped or repetitive motor movements include use of objects, or speech,
insistence on sameness, inflexible adherence to routines, or ritualized patterns of verbal or
nonverbal behavior, highly restricted, fixated interests that are abnormal in intensity or focus,
and hyper- or hyporeactivity to sensory input or unusual interest in sensory aspects of the
environment (American Psychiatric Association, 2015).


Caregiver: A male or female person responsible for raising and taking children. In the
context of this research, caregivers are restricted to parents and grandparents.



DASS-21: Twenty one depression anxiety stress scales are used to assess and measure the
emotional states of depression, anxiety, and stress in an individual. It meets the requirements
of data collection for both researchers and professions clinicians (DASS, 2017).



Depression: Depression is a mood disorder that causes a persistent feeling of sadness and
loss of interest, and can interfere with daily functions such as sleeping, eating, or working.
To be diagnosed with depression, symptoms must be present most of the day, nearly every
day for at least 2 weeks (NIMH, 2016). Depression is one of the major first concerns
expressed by autistic adults (Van Heijst, Deserno, Rhebergen, & Geurts, 2020).



Stress: Stress is a feeling of mental tension that is caused by the human body’s reaction to
an external or internal source. When internal stress due to individual perceptions occurs, this
gives rise to anxiety and other negative emotions, which can lead to serious psychological
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disorders such as post-traumatic stress disorder or PTSD (Shahsavarani, Abadi, &
Kalkhoran, 2015).
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CHAPTER 2. LITERATURE REVIEW
2.1 Introduction
This literature review provides a historical perspective of Arab American immigration,
Arab culture, and unique challenges in managing the ASD faced by the Arab community. The
impact of Arab cultural factors and Arab attitudes on the parents of children with ASD, and the
initial and adjusted parental expectations for their children are also discussed. The review
emphasizes the crucial role of cultural knowledge on an Arab family’s adaptation to children
with ASD and their appraisal of various treatment options. This will help establish a basis for
cultural research on families of children with ASD, which can be affected by family structures,
religious beliefs, and stigmatization levels.
2.2 Arab Immigration
The Middle East comprises Arabic-speaking countries, territories and populations.
Countries in this region vary considerably in terms of population, geography, and resources
(IMF, 2021). The region has an estimated 2% average annual population growth rate, which is
higher than the world average of just 1.1%. In 2019, its estimated total inhabitants were 428
million (Statista, 2021). This population growth has led to a dramatic increase in food demand,
urbanization, and income growth (Food and Agricultural Organization of the United Nations,
2017).
The International Organization for Migration (2020) reported that the total population of
Arab migrants across the world is 13 million and that there are 5.8 million Arab migrants
residing in Arab countries. In the U.S., the population of Arab immigrants increased dramatically
over the years, from 41% in 1980 to 82% in 2017. According to the U.S. Census Bureau, an
estimated 1.9 million Arabs live in the U.S. (Alsayyari, 2017). The majority of them are
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Christians (63%), followed by Muslims (24%). About 13% are either followers of Judaism or
undeclared (Alsayyari, 2017).
The largest Arab migration in the U.S. occurred since 1970, contributing to a dramatic
increase to the Arab-immigrant population in the country. This migration was characterized by a
high percentage of war refugees such as Iraqis, Palestinians, Lebanese, Sudanese, and Somalians
(Al Khateeb et al., 2014). Despite these diversities, they share common religion, cultural heritage,
and language (Al Khateeb et al., 2014; Elhawari, 2021). Unlike non-immigrants, Arab-immigrant
families in the U.S. normally experience a lack of access to health insurance coverage (Alsayyari,
2017). They also tend to experience acculturation stressors such as maltreatment, discrimination,
and lack of economic opportunities (Tran, 2014).
2.3 Characteristics of ASD
Autism spectrum disorder is a developmental disorder that affects a spectrum of
communications skills and social behaviors (Autism Spectrum Disorder, 2017). While some
people with ASD can live independently, others have severe disabilities and require life-long
care and support. A child with ASD often experiences verbal communications problems with
others. For instance, a child with ASD may not start speaking as soon as other children and may
avoid eye contact with people. Thus, having a child with ASD poses unique challenges and
emotional stressors on parents under normal, stable, and healthy conditions.
According to Taha and Hussein (2014), the number of reported cases of ASD in Saudi
Arabia is about 18 in every 10,000. In Jordan, 12 out of 299 children with development delay
have ASD. In Libya, 1 in every 300 children in a pediatric clinic has ASD. In Egypt, 33.6%
children with developmental disorders have ASD. On the other hand, estimating the exact figure
of Arab Americans with ASD is difficult. This is because an Arab American demographic

11

classification is not entered in the U.S. census. Instead, the census classifies people of Arab
descent as either “White” or “Others” (Al Khateeb, Hadidi, & Khatib, 2014).
It is important to note that ASD is characterized by impaired social and emotional
behavior, deficiency in social interaction and communication, and repetitive and limited patterns
of behavior (Sarria & Pozo, 2015; Torun, Guney & Iseri, 2015). Children with ASD manifest a
continual withdrawal with the social world. ASD affects many Arab and American families
alike, such as the quality of life of parents and social stigma (Khateeb, Kaczmarek and Hadidi,
2019).
Despite being a global problem, there are very few reports and studies on ASD in the
Arab region (Taha and Hussein, 2014). Epidemiological investigations of its prevalence and risk
factors appeared in the scientific literature only in the late 1960s and early 1970s. These early
studies served as a reference point for several population-based prevalence investigations
(Karapurkar et al., 2005). This literature review discusses the cultural characteristics of the
population in question, the influence of acculturation, the attitudes towards and perceptions of
disability, and the parents’ initial and adjusted expectations for their children with ASD.
2.4 Influence of Acculturation
In the context of this research study, acculturation is a process of an Arab immigrant
assimilating to a different culture―the dominant U.S. culture. The transformation of Arabimmigrant families from extended families to nuclear families usually leads to feelings of
isolation and disengagement (Nobles and Sciarra, 2000). Moreover, many Christian Arab
Americans feel a sense of isolation and confusion because they do not belong to either the Arab
world or the American society (Ezenkwele and Roodsari, 2013). This is similar to earlier studies
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about their difficult experiences in the acculturation process (Al Khateeb et al., 2014; AlKrenawi and Jackson, 2014; Nobles and Sciarra, 2000).
In his study, Ajrouch (2000) stressed that the existing social ties amongst Lebanese
immigrant adolescents affect the acculturation process. Age, location, and culture influence this
process where ethnic identities are being moulded by social relationships. These social
relationships are characterized by selective acculturation and ethnic identity formation. In a study
on second-generation youth, Portes and Rumbaut (2001) noted that immigrant families are filled
with patterns of acculturation, conflict and cohesion between parents and children, and
subcultural influences of peer groups and schools.
Social and psychological factors influence the Arab American experience of acculturation.
These factors include religion, gender, education, income, level of family support, and the extent
of discrimination they are subjected to (Alsayyari, 2017; Boulos, 2011; Goforth, 2011). Nobles
and Sciarra (2000) found that Arab Americans who are well acculturated to American values are
likely to have detached ancestral affiliations, Christian identification, and secular advocacy. They
tend to be successful in their jobs and careers, and hold high leadership positions. However,
many of them also struggle to integrate successfully with mainstream American culture (Al
Khateeb et al., 2014). They may encounter added stress brought about by prejudice and
stereotyping behaviors, which makes acculturation difficult and affects their mental health
(Nobles and Sciarra, 2000).
In addition, Sayed (2003) reported that there might be a negative effect on people who
find it difficult to acculturate with the American way of life. Al-Krenawi and Jackson (2014)
pointed out that the prevailing stereotyping and distrust between people of Arab descent and
other Americans led to the growing support for culturally responsive social work. Their study
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took into account the institutions of marriage and family that were instrumental in maintaining a
cohesive community.
In the study by Ajrouch and Jamal (2007), it was revealed that Christian Arab Americans
of Lebanese and Syrian origins with a long period of stay in the U.S. were likely to identify
themselves as white. This is in contrast to Muslim immigrants who have just migrated to the
country. Similarly, Amer and Awad (2016) reported that Christian Arab Americans had a higher
degree of acculturation and life satisfaction than Muslim Arab Americans. In addition, Christian
Arab Americans were able to adapt more easily to mainstream American culture due to similar
religious ideals. By contrast, Muslim Arab Americans experienced more incidents of
discrimination than Christian Arab Americans (Awad, 2010).
In terms of the link between language and the ethnic identity of Arab Americans,
Almubayei (2007) found that older Arab Americans were concerned about the loss of language
and cultural identity of American-born children. The younger ones, on the other hand, were
concerned about the importance of Arabic in order to identify with their parents and other Arabs
in their home country (Al Khateeb et al., 2014). In terms of non-verbal linguistic patterns, the
interaction amongst Arabs is generally characterized by standing close together, frequent touches
between the same gender, fast and loud speech patterns, and unique patterns of intonation (Al
Khateeb et al., 2014). Just like other immigrant populations, the first generation of Arab
Americans spoke their home language fluently and learned English as a second language,
sometimes even before leaving their home country (Kayyali, 2006; Wanga-Odhiambo, 2014).
Since illiteracy in Arabic is a usual occurrence for poorer Arab countries, it is more difficult for
some first-generation Arab Americans, especially the elderly, to learn English (Kayyali, 2006).
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The results reported by Goforth, et al., (2014) demonstrated that the length of time
Muslim Arab American adolescents live in the U.S. affects the perceived discrimination stress.
The longer the adolescent has lived in the U.S., the lower the stress level due to discrimination is
experienced. Further insights on the impact of residency time period were reported in the
following two studies. The research conducted by Tartakovsky, E (2009) focused on Jewish
adolescents who immigrate to Israel without their parents, live in boarding schools, and study in
Israeli schools. Throughout the entire post-migration period, immigrants’ attitude towards the
receiving country was more positive than their attitude towards their homeland. However, the
immigrants’ sense of belonging to the homeland was stronger than their sense of belonging to the
receiving country.
Pre-migration cultural identities and perceived discrimination in the host country
predicted post-migration cultural identities of immigrants. The time-specific impact of
integration and assimilation attitudes on socio-economic adaptation was studied by JasinskajaLaht, Horenczyk, & Kinunen (2011). The research was based on the responses from 172
immigrants from Russia who are residing in Finland and Israel. The mean time since their arrival
was about six years. It was reported that these attitudes demonstrated adaptive value only at
earlier stages of the acculturation process in the culturally diverse context.
2.5 Societal and Cultural Attitudes Towards Disability
The societal attitudes towards people with disabilities encompass perception and
treatment of persons with disabilities. Although such attitudes are significant because they affect
the personal, social, and psychological needs of persons with disabilities, they are typically
inconsistent across different cultures and religious beliefs. For example, the Greeks consider the
sick as inferior (Barker, 1953) and Plato recommended that any deformed babies be moved to
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unknown places (Munyi, 2012). Some Christians view a disease as a way of grace and
purification rather than a punishment for sin while other Christians view persons with disabilities
to be possessed by evil spirits (Munyi, 2012). Because Scandinavian countries have a rich history
of accepting social responsibility for all members of the society, they tend to provide more
effective rehabilitation services for citizens with disabilities. To eradicate discrimination against
persons with disabilities, the United Nations (UN) Convention on the Rights of Persons with
Disabilities was signed in 2006 and observed by the majority of UN member countries.
Al Khatib et al. (2014) reported there are around 23,400 Arab American children with
disabilities in the U.S. They noted that culture is one of the determining factors of disability
attitudes and perceptions that is prevalent among Arab Americans with disabilities. Since
disability may have a significant impact on the family in the Arab culture, counselors are
encouraged to build trust and rapport with the individual as well as the whole family (Ezenkwele
and Roodsari, 2013). Given the religious context governing the family life of Arab Americans, it
is relevant to consider how persons with disabilities are given care. The Islam religion maintains
that individuals are entitled to various rights, including the right to life, personal freedom, and
appropriate care. However, if disability is discussed, it is often understood figuratively or
metaphorically rather than as a physical impairment (Al Khateeb et al., 2014).
It is important to note that although the prevalence of disability of various ethnic groups
in the U.S. has been well documented, Arab Americans received very little attention (Donovan,
2013). Moreover, Arab Americans with disabilities receive inadequate intervention services and
are neglected, apart from being stereotyped. In fact, they are considered the most stereotyped and
marginalized group in the country (Al Khateeb et al., 2014). Obeid et al (2015) compares
knowledge and stigma associated with ASD in Lebanon, a country with limited autism resources
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and a country with substantial autism resources, the United States. Although students in the U.S.
exhibited higher overall knowledge and lower stigma towards ASD, certain misconceptions were
more apparent in the U.S. than in Lebanon. For example, several research papers suggest that
healthcare services for Arab Americans services are inadequate. Abuelezam, El-Sayed & Galea
(2018) reported that the health needs of Arab Americans are historically understudied and
recommended approaches that may help improve understanding of Arab American health.
Medical doctors Ezenkwele and Roodsari (2013) highlighted the lack of cultural competent
emergency care as a serious problem for Muslim Americans and provided guidelines that can be
used by emergency care providers to overcome cultural barriers when treating Muslim-American
patients from the Middle East.
In their study involving Arab-American caregivers’ experiences of stigma and
acculturation with regard to raising children with ASD, Habayeb et al. (2020) revealed low-tomoderate experiences of perceived stigma. Acculturation specific to social interaction suggested
slightly more pronounced assimilation compared to separation. On a similar note, there are
limited studies on the experiences of Arab-American families raising children with ASD
(Habayeb, Dababnah, John and Rich, 2020). In addition, there is a literature gap concerning the
needs of Arab-immigrant parents of children with ASD, including ASD interventions, care, and
support services (Alallawi, Hastings, & Gray, 2020; Alsayyari, 2017). Available information
regarding the treatment efficacy of ASD is also inadequate. Because of this, it is likely that
parental perceptions about ASD symptoms and the health services will have corresponding
implications on treatment decisions (Mandell and Novak, 2005). Similarly, Ennis-Cole et al.
(2013) reported that the decisions of families regarding diagnosis and treatment of ASD have a
direct influence on their cultural background. Moreover, understanding ASD requires cross-
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cultural analysis because cultural factors affect the perception towards symptoms, diagnosis, and
management (Alsayyari, 2017; Matson et al., 2017). In the context of China, it was reported that
caregivers who had taken care of persons with disabilities for longer durations of time became
more negative toward disability (Zheng et al., 2016). In contrast, persons with disabilities who
had been disabled for a longer time became more positive toward disability (Zheng et al., 2016).
Welterlin and LaRue (2007) presented a conceptual framework of the way cultural values
influence the perception of ASD’s diagnosis, aetiology and treatment, and how variations in
perspectives may hinder treatment planning. They offered a set of recommendations to mental
health professionals, families, and persons with ASD to help increase their understanding and
collaboration when developing treatment interventions. Likewise, Al-Krenawi and Graham
(2000) claimed that social work interventions for the ethnic Arab population should take into
account culturally relevant considerations, such as gender relations, position in the family and
community, patterns of mental health care, and degree of acculturation. These factors could lead
to specific guidelines that may help practitioners develop effective ways to work with ethnic
Arabs on mental health service provision. The guidelines included short-range directive
intervention, passive interaction patterns, and where appropriate, the combination of modern and
conventional healing methods. In the same fashion, the unique needs of Arab American children
with disabilities may be addressed by the use of certain guidelines that focus on the awareness of
Arab culture, involvement of parents, proficiency in English language of children, and outreach
activities for concerned Arab American families (Khateeb et al., 2015). Furthermore, developing
an understanding of Arab American families of children with ASD will improve clinical services
for them (Habayeb et al., 2020).
2.6 Initial and Adjusted Parental Expectations for their Children
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There is limited research on the experiences of Arab American families when caring for
children with ASD (Habayeb et al., 2020). They often seek the help of paediatricians for advice
about their children’s disabilities. The paediatrician was the first professional whom Arab
American parents turned to when assessing the condition of their children (Dillenburger et al.,
2016). However, paediatricians usually did not detect the early signs of ASD (Cohen and Miguel,
2018). In the study by Cohen and Miguel (2018), parents claimed that paediatricians ignored
early symptoms without further examining their children for a more comprehensive diagnosis
(Cohen and Miguel, 2018). The common responses to the positive diagnosis of ASD in their
children are shock, denial, anger, and guilt (Al Khateeb et al., 2014; Al Khatib, 2017). However,
they are eventually able to manage their stress levels by adopting coping strategies (Dardas and
Ahmad, 2014).
The strong influence of the Arab view of disability as a stigma can make Arab parents
more devastated than parents from other cultural backgrounds when they learn that that their
children have a disability (Al Khatib et al., 2014). Since Arab mothers are expected to assume
the full responsibility of taking care of the child with disability, this may have a profound impact
on them (Al Khatib et al., 2014). Arab American mothers are the ones who usually observe the
development and changes in their children’s behavior (Gardiner and Iarocci, 2012). Alotaibi
(2019) examined the impact of a child with a disability on Saudi Arabian mothers’ behaviors,
thinking, and beliefs. Mothers of children with disabilities may have positive or negative views
and experiences when raising their children, and they are largely influenced by cultural and
religious beliefs (Alotaibi, 2019). Because mothers are often the primary caretakers of their
children, they may experience more stress and worries, and feel more socially isolated than
fathers (Azar and Badr, 2006). Some mothers have great hopes for their children with
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developmental disabilities. As a result, they work hard to educate themselves so they can help
their child achieve their potential (Azar and Badr, 2006). Additionally, since the family is viewed
as an immediate source of support in the Arab culture, parents of children with ASD often seek
the support of other family members.
Parents of children with ASD may face different mental health issues, such as stress and
anxiety (Al Farsi et al., 2016; Al Jabery et al., 2014). Mothers of these children tend to
experience mental health problems more than fathers (Al Farsi et al., 2016). Unlike parents in
developed countries, parents in developing Arab countries tend to be more overwhelmed with
raising children with ASD (Al Farsi et al., 2016). In addition, professional support services are
largely inadequate in developing countries so children with ASD lack access to effective clinical
interventions (Al Khateeb et al., 2019). The cultural backgrounds of parents influence the way
they interpret and accept their children’s condition as well as the approach they would adopt to
bring up the child (Tincani et al., 2009). According to Donovan (2013), healthcare services in the
U.S. are oriented towards the Western culture. This may affect how health professionals utilize
established concepts to service clients from other cultural backgrounds and ethnic diversities.
In his study, Alsayyari (2017) found that Arab American parents had limited information
about ASD prior to their children’s diagnosis. Despite having a degree in education, they had
inaccurate or almost no knowledge about this disability so it was more difficult for them to
accept their children’s diagnosis. Other parents blame themselves for their children’s condition
(Alsayyari, 2017). However, after reaching the stage of accepting their children’s diagnosis,
Arab American women developed a desire to educate other people about ASD (Alsayyari, 2017).
Arab American Muslim parents can turn to their belief in God, which can help them
accept their children with ASD (Alsayyari, 2017). For instance, they believed that they were
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chosen by God to care for their children with ASD because they were capable to do so. This
spiritual belief eased their pain and difficulties with tending a child with ASD. How religious
beliefs contribute to one’s understanding of ASD is also the focus of other studies (Hersinta,
2012; Jegatheesan et al., 2010). Alssayari (2017) demonstrated the profound influence of Islamic
values on how Arab American parents responded to the condition of their children with ASD. All
participants in his study were Arab American Muslims. For them, maintaining Islamic values
was a primary concern with regard to their children with ASD. The parents stated that one of the
initial things that helped them accept their children’s condition was the belief that it was the will
of God. In the study by Mirza et al. (2009), it was reported that many Muslim Pakistani families
believed that it was the will of Allah (God) that they had a child with disability, and they will be
greatly rewarded if they would care for them appropriately. Shaked (2005) reported that some
Jewish families viewed their children with ASD as being chosen by God to fulfil a religious
mission. Likewise, Kang-Yi et al. (2018) emphasized the role of religion and community-level
cultural values in caring for children with ASD.
In addition, it should be noted that the educational level of Arab American parents greatly
contributed to their perception and acceptance of their children’s condition, along with their
help-seeking behaviors and involvement in their children’s intervention measures (Alsayyari,
2017). Studies revealed a direct relationship between the education levels of the parents and
early diagnosis, as well as the satisfaction with the diagnosis and intervention services (Garland
et al., 2013; Hidalgo et al., 2015). Similarly, Arab American families with higher income have
the ability to begin early intervention and provide a range of services for their children. They are
also more likely to be satisfied with the special education and other relevant services provided
for children with ASD than families with lower income (Alsayyari, 2017).
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2.7 Mental Health and Wellbeing of Arab-Immigrant Caregivers of Children with ASD
This literature review explores the experiences of Arab-immigrant caregivers of children
with ASD who are living in the U.S. Caregivers of children with ASD often encounter
challenges when combining personal, childrearing, and daily family needs that may adversely
impact their mental health and well-being. These challenges vary according to the severity of the
disability. Studies on caregiving often assumed that the outcomes will be problematic.
Consequently, these studies tend to assess negative factors such as stress, anxiety, depression,
mental health, somatic symptoms, and psychosocial adjustment. This review focuses on mental
health issues of caregiver issues related to challenges faced by Arab-immigrant caregivers of
children with ASD.
2.7.1 Overview of the Issue
Immigrant caregivers may face more difficulties accepting a child’s diagnosis of ASD
compared to the general population (Al Khateeb, et al., 2015). Ponde and Rousseau (2013)
compared a medical diagnosis of ASD with the perceptions immigrant caregivers in Canada
based on their child’s developmental difficulties. Using semi-structured interviews with
caregivers, the researchers found key symptoms in their children that were later diagnosed as
ASD (Ponde and Rousseau, 2013). Some parents believed that their children had a
developmental delay or communication problem rather than ASD. Other caregivers interviewed
by Ponde and Rousseau (2013) failed to spot any symptoms despite their child having been
diagnosed with ASD. These findings indicate that all caregivers of children with ASD may have
difficulty understanding the symptoms or accepting the diagnosis.
A few studies indicate that the rates of ASD are higher in the children of some immigrant
caregivers in the U.S., most notably among the Somali and Congolese populations (Sohn, 2017).
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However, there is no available data for the rates of ASD among the Arab community in the U.S.
Nevertheless, it is possible to identify differences on how ASD is perceived in Arab countries
when compared to the U.S., which may in turn reveal how caregivers cope with the stigma
associated with ASD and how their mental health (e.g., depression, anxiety) is affected. Al
Khateeb, Kaczmaek, & Al Hadidi (2019) identified six major areas that affected parental coping
ability among Arab of children with ASD compared to their counterparts in the U.S. The Arab
studies were more concerned with the financial problems associated with raising children with
ASD than those published in the U.S. In addition, the Arab studies focused more on gender in
relation to ASD than those from the U.S. (Al Khateeb et al., 2019). The research findings also
suggest that more comprehensive health, social, and educational service support were available
to children with ASD in Arab countries (Al Khateeb et al., 2019). However, the quality of life of
caregivers of children with ASD was found to be similar in both Arab and American studies, and
both regions reported a comparable level of social stigma (Al Khateeb et al., 2019). It was also
found that the Arab studies were less likely to compare the data of families with and without a
child with ASD or address factors associated with quality of life, but were more likely to
mention the relationship between the diagnosis of ASD and religious faith (Al Khateeb et al.,
2019). These findings indicate that there are similarities and differences regarding how ASD is
perceived and addressed in the Arab world and in the U.S.
There are many factors affecting caregivers of children with ASD when compared to
caregivers of children without disabilities and children with other disabilities. Examples of such
issues include stress, anxiety, depression, and mental health problems. However, not much is
known about the differences between male and female caregivers.
2.7.2 General Factors Affecting Caregivers of Children with ASD
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It is apparent that there is a lack of research into how caregivers of children with ASD
perceive their child. One of the few studies carried out by Gray (1993) suggested that narratives
of hope were high in the testimonies of caregivers of younger children with ASD. These
caregivers wanted their child to develop enough skills to live a life that was as close to normal as
possible. However, a longitudinal follow-up of the same families a decade later suggested that
the early hopes had diminished with none of the children having acquired the kinds of life skills
their caregivers had hoped they would acquire ten years earlier (Gray, 2002).
In general, it appears that the demands placed on caregivers of children with ASD
contribute to an overall higher incidence of depression and anxiety (Almansour, Alateeq,
Alzahrani, Algeffari, & Alhomaidan, 2013). Studies carried out among caregivers of children
with ASD in Europe and the U.S. all indicate that this group is negatively affected by high levels
of anxiety, stress, and depression (Al-Farsi, Al-Farsi, Al-Sharbati, & Al-Adawi, 2016). This
finding has been attributed to the experience of having to care for a child with a neurodevelopmental disorder (Al-Farsi et al., 2016). Norton (2007) demonstrated that the DASS-21
questionnaire not only demonstrated internal consistency with other commonly-used tools for the
measurement of depression and anxiety, but also showed that this tool retains its psychometric
properties across racial groups.
The symptoms of ASD can also be stressful for caregivers. The most severe symptoms
were identified by Konstantantareas and Homatidis (1989) as impairments in verbal
communications, impairments in human relations, and unevenness in cognitive functions. Dunn,
Burbine, Bowers and Tantleff-Dunn (2001) reported that caregivers of children with ASD
experience more stress and greater susceptibility to negative outcomes that caregivers of children
with other disabilities.
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Gerkensmeyer, Perkins, Scott and Wu (2008) found that 40% of 155 primary caregivers
of children with ASD were likely to have serious depression. This finding suggests that
caregivers of children with ASD are more inclined to experience depressive and other negative
psychological symptoms than the general population. However, Randall and Parker (1999)
emphasized that among all known childhood developmental disabilities, ASD triggers the most
complex series of family stressors. In particular, it has been found that caregivers of children
with ASD experience higher levels of stress when compared to caregivers with children
diagnosed with other developmental disabilities (McKinney and Peterson, 1987, Weiss, 2002).
Therefore, professionals treating and supporting children with ASD also need to provide relevant
and effective support to caregivers to prevent mental health and stress-related issues (Tehee,
Honan, & Hevey, 2009).
Additionally, these depressive and stress-related issues can negatively impact the marital
relationships of parents of children with ASD. Gau et al. (2012) found that both parents and
children with ASD had more psychopathology problems than parents of children without
disabilities. More specifically, these issues appeared to affect mothers of children with ASD
because they experienced less satisfaction or affection in their marriages, as well as difficulties in
family adaptability or cohesion than mothers of children without disabilities (Gau et al., 2012).
Mothers of children with ASD also displayed more psychopathology and marital dissatisfaction
than fathers (Gau et al., 2012).
Despite high rates of ASD among members of the Somali community in the U.S., Al
Khatib (2017) observed that ASD remains poorly understood among members of the Arab
American community. He cited an Arab American mother of two children with ASD who is
living in Detroit. This mother believed that the Arab American community lacked an
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understanding or awareness of the condition. Hence, the Arab community needed to be more
open in accepting of children with disabilities and stop believing that such issues are curable (Al
Khatib, 2017). She added that parents in the Arab community should be educated to understand
the signs of ASD and to realize that it is not embarrassing to have a child with the condition (Al
Khatib, 2017). Al Hajab (2009) wrote about an Arab American car salesman with a son with
ASD. When his child was diagnosed with the disability, he knew nothing about ASD apart from
what he had learnt from the movie Rain Man. This father believed that the lack of knowledge
about ASD in the Arab American community could prevent or delay diagnosis, which may cause
families to become confused and frustrated regarding their child’s perceived lack of
developmental progress (Al Hajab, 2009; Al Khatib, 2017). The above attitudes demonstrate the
ignorance about ASD, which makes it difficult for caregivers of children with ASD to accept or
understand their child’s condition.
Alsayyari (2017) studied the experiences of Arab-immigrant parents of children with
ASD who are living in the U.S. She reported that parents experienced a range of emotions
regarding their child’s ASD diagnosis. These emotions included sadness, depression, guilt, shock,
and relief (Alsayyari, 2017). Some parents reported a limited understanding of ASD at the time
of their child’s diagnosis. Other parents even claimed that they had never heard of the term
‘autism’ before (Alsayyari, 2017). Furthermore, some Arab American families may hide mental
health problems and only seek treatment as a last resort (Nassar-McMillan and Hakim-Larson,
2003).
A lack of understanding of ASD can contribute to parental struggles in accepting their
child’s diagnosis. Alsayyari (2017) described initial parental reactions to a child’s diagnosis of
ASD. Some parents reported experiencing depression, sadness, and sickness related to their
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child’s diagnosis. One mother, Abeer, reported that ‘my life totally changed. I had severe
depression, I was very sick, and I was not the same like what I used to be, what I used to do’
while another mother Basmah reported that ‘I cried a lot. I was emotional. I was really sad’
(Alsayyari, 2017, p. 71). A third mother, Reema, offered a more detailed description of her
reaction to her child’s ASD diagnosis. She explained how she had experienced ‘sadness, grief’
over the diagnosis because her child was not what she had expected him to be (Alsayyari, 2017,
p. 71). For this reason, she reported that she was initially in denial about her son’s diagnosis
although she emphasized that she always knew he had a developmental disability (Alsayyari,
2017). These examples indicate that Arab parents of children with ASD are likely to over-react
and experience severe negative feelings relating to their child’s initial diagnosis due to ignorance
or lack of understanding about the condition.
As discussed earlier, the literature suggests that Arab parents of children with ASD are
more likely to experience stress, anxiety, and depression compared to parents of children without
ASD. Almansour et al. (2013) evaluated the depression and anxiety levels among parents and
caregivers of children with ASD who were living in Saudi Arabia. The study, which included
100 parents and caregivers (50 parents/caregivers of children with ASD and 50 controls), found
that 22% of parents/caregivers of children with ASD compared to 2% of parents/caregivers of
control subjects had a history of psychiatric problems (Almansour et al., 2013). Furthermore, the
mean depression score and the mean anxiety score were significantly higher among
parents/caregivers of children with ASD than the control group (Almansour et al., 2013). While
there have been studies of ASD in Arab and Islamic countries, Al-Farsi et al. (2016) reported that
only a few considered the high prevalence of stress, depression, and anxiety among parents of
children with ASD. To remedy this, the researchers applied the DASS-21 and compared
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parents/caregivers of children with ASD to children with intellectual disabilities as well as
children without disabilities. The research found that levels of depression, anxiety, and stress
among parents/caregivers of children with ASD were higher than the other two groups (Al-Farsi
et al., 2016).
2.8 Role of the Community in Providing Support
Ponde and Rousseau (2013) suggested that the failure of immigrant mothers to
acknowledge a diagnosis of ASD in younger children may represent an attempt to maintain hope
for their child’s future. On the other hand, mothers of older children may disagree with any
positive ASD diagnosis (Ponde and Rousseau, 2013). To this end, Ponde and Rousseau
recommended that community services acknowledge the need to provide accurate medical
information and be sensitive of parental protection of their children. These concerns are
particularly relevant in cases where immigrant parents are living outside their cultural framework
(Ponde and Rousseau, 2013). Additionally, Nassar-McMillan and Hakim-Larson (2003)
recommended that cultural factors be considered when counseling Arab Americans. It has been
noted that American Muslims may perceive themselves as subjects to oppression, further
contributing to stress (Nassar-McMillan, Lambert, & Hakim-Larson, 2011). To mitigate this
issue, Nassar-McMillan and Hakim-Larson (2003) suggested that counselors promote strength
and resilience in family and community systems within the Arab American community.
Despite these findings, more recent research suggests that the overall stigma against
children with ASD within this group is relatively low. Habayeb, Dabanah, John and Rich (2020)
surveyed 20 Arab American caregivers of children with ASD and found that this group did not
perceive a great deal of stigma against themselves and their families. This study found that
having a child with ASD was associated with greater acculturation, assimilation, and integration
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with the host country (Habayeb et al., 2020). However, it was also found that greater levels of
acculturation, assimilation, and integration were associated with stigma against ASD in their own
community, which in turn resulted in distancing from the culture of origin (Habayeb et al., 2020).
This finding indicates that ongoing stigma against ASD within the Arab American community
causes families and caregivers of children with ASD to experience increased distancing from
their community of origin, but increased assimilation with the host community. Thus, there was
no loss of culture, or families feeling that they had to distance themselves from
their communities and find support elsewhere.
The challenges experienced by Arab parents of children with ASD who are living in the
U.S. when compared with other parents of children with ASD indicate that these experiences are
independent of the cultural context. As discussed earlier, the behavioral issues associated with
ASD appear to cause higher rates of anxiety, depression, and stress as well as marital problems
among parents of children with ASD. These problems are exacerbated by inadequate coping
strategies and lack of access to formal or informal sources of additional support. Habayeb et al.
(2020) suggested that the stigma toward ASD within the Arab American community may
accelerate the integration of parents of children with ASD into American culture. This could be
positive but may also alienate such families from their native customs and community sources of
support. Moreover, Nassar-McMillen and Hakim-Larson (2003) found that Arab Americans tend
to conceal mental health problems within the family, which may delay or prevent a proper
diagnosis of ASD. This could affect the child’s future and lead to additional parental stress.
2.9 Parental Issues and the Duration as Primary Caregiver
Arab American parents may not understand ASD well when raising children diagnosed
with ASD. Such ignorance makes it difficult for parents to accept and understand their child’s
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condition, and may prevent early diagnosis of ASD. These findings are supported by Mandell et
al. (2005), who indicated that the delayed diagnosis of ASD is associated with lower socioeconomic attainment. However, the authors did not identify any cultural factors that might delay
diagnosis. They also supported Rose’s (2014) finding that there was no discernible relationship
between delayed ASD diagnosis and parental well-being.
Parents of toddlers with ASD may experience different issues when compared to parents
of older children with ASD. This implies that the stressors experienced by parents of children of
different ages may be different. A number of these issues are considered by Baker-Ericzen,
Brooman-Frazee and Stahmer (2005). The researchers found that additional stress is incurred by
parents of children with disabilities compared to parents of children without disabilities. To this
end, Baker-Ericzen et al. (2005) studied the impact of having a child with ASD based on
multiple dimensions of parental stress, such as between mothers and fathers. Their findings
correlated with previous research that both mothers and fathers of children with ASD displayed
higher levels of child- and parent-related stress when compared to parents of kids without
disabilities (Baker-Ericzen et al., 2005). The researchers also found that the level of social skills
attained by a child with ASD was a primary predictor of child-related material stress among
mothers, but not fathers (Baker-Ericzen et al., 2005).
Estes, Munson, Dawson, Koehler, Zhou and Abbott (2009) considered how specific child
characteristics influenced maternal psychological distress and parenting stress by comparing
mothers of preschool children with ASD to mothers of developmentally-aged matched typically
developing children and mothers of children with developmental delay without ASD. The study
found that the mothers of children with ASD experienced higher levels of psychological and
parenting-related stress than those with developmental delay (Estes et al., 2009). The researchers
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concluded that the problematic behavior of children with ASD led to increased parental stress
and psychological distress in their mothers compared to parents of children with developmental
disabilities or those with children without disabilities.
One noteworthy study relating to these matters was conducted by Tehee, Honan, &
Hevey (2009). They examined the influence of parental gender and child age on perceived stress,
coping, childrearing involvement and support, and information/education access among parents
of children with ASD. The researchers used questionnaires to explore these issues among 23
mothers and 19 fathers of individuals with ASD aged between 3 and 18 years. It was found that
in comparison to fathers, mothers were significantly more stressed and more involved, and as a
result reported higher levels of stress and coping in relation to caregiving (Tehee et al., 2009).
This finding was also reported by Donovan (1988) in relation to adolescent children with ASD.
In this context, it was found that their mothers were more likely to report parental and family
problems as well as behavioral difficulties. They are also more limited in terms of self-help skills
and physical abilities than mothers of children with intellectual disabilities.
Tehee et al. (2009) noted that the difficulties experienced by parents of children with
ASD were related to the age of the child, the helpfulness of available support, and access to
information and education. It was found that there was a positive relationship between the degree
of access to education and the quality of support received by parents (Tehee et al., 2009). Thus,
parental stress and involvement vary according to the ASD child’s life stage. Mothers are highly
impacted because they are more involved in direct caregiving than fathers.
Psychosocial adjustment issues relate to the experience of depression, anxiety, and
marital problems among parents and caregivers of children diagnosed with ASD (Lee, 2009). It
has been found that parents of children with ASD are more likely to experience a range of
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psychosocial adjustment issues related to raising a child or children with a complex neurodevelopmental disability. When comparing the psychosocial adjustment levels of 48 parents of
children with advanced ASD to 26 parents of children without disabilities via a psychological
survey, Lee (2009) found that the parents of children with advanced ASD were more likely to
experience depression, anxiety, some form of marital problems, and difficulty in coping with the
situation. It was found that levels of psychosocial adjustment differed between parental gender,
and between the parents of children with ASD and children without disabilities. In addition, it
was found that parents of children with advanced ASD struggled to cope and adapt when raising
the child when compared to parents of children without any disability (Lee, 2009). Moreover,
mothers of children with advanced ASD found it more difficult to cope and adapt than fathers
(Lee, 2009).
When investigating the psychosocial adjustment issues related to the well-being of
immigrant parents of children with ASD, Rousseau, Mekki-Berrada and Moreau (2001) found
that immigrant families’ perceptions of their child may be influenced by their social status and
occurrences in their home country. In the past, acculturation was the key indicator of how
immigrant families adapted to life in their host country. However, due to globalization,
transnational networks now have a heavy influence on how immigrants relate to their culture of
origin compared to their new environment (Bagnoli, 2007). Such findings reveal profound
implications on the relationship between parents and children with ASD as well as the
relationships between these parents and external services.
Twoy, Connolly, & Novak (2007) suggested that immigrant parents can take advantage
of their alternative cultural resources to raise their ASD child. Additionally, Asian American
parents were able to redefine their child’s difficulty more effectively in spiritual terms than Euro-
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American parents. Furthermore, Magana and Smith (2006) found that Hispanic parents report
better relationships with their ASD child than American parents. These findings suggest that
some cultures may possess better coping skills, which in turn translate to better relationships
between parents and children with ASD. These findings may also apply to Arab American
families with an ASD child.
The perceptions of suffering are strongly embedded in global cultural representations and
influenced by the social living environment of families (Darghouth, Pedersen, Bibeau, &
Rousseau, 2006). Bagatell (2010) concluded that the perceptions of ASD and other disabilities
are socially constructed, and the ‘problem’ does not lie with these subjects but a society’s
attitude toward them. A study of ASD manifestations in Arab children from Jordan, Saudi Arabia,
and Egypt by Amr et al. (2012) found that the clinical diagnosis of children may be shaped by
cultural factors. For instance, it was reported that Saudi parents and housewives were more likely
to exhibit more symptoms and external behavior problems than other groups (Amr et al., 2012).
Lin et al. (2012) concluded that parents of children with ASD who are living in the U.S.
were twice as likely not to receive adequate healthcare support than non-immigrant families. The
lack of cultural awareness of ASD may also result in immigrant parents experiencing prejudice
and be denied support from other members of their community (Ijalba, 2019). For example, a
Hispanic immigrant mother living in the U.S. reported that other families living in her building
refused to share common areas with her and labeled her ASD child ‘loco’ (crazy) (Ijalba, 2019).
Thus, dense living conditions and lack of awareness about ASD may lead to social isolation and
stigmatization for both mothers and their children.
2.10 Sources of Parenting Coping Strategy/Resilience Mechanism
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Existing research suggests that parents of children with ASD cope better with support
from the extended family and wider community. Lazarus and Folkman (1984) emphasized that
parental coping strategies are affected by available resources. If parents are unable to access
these resources and gather support from the community, they are more likely to experience stress
in relation to raising the child. Social support also decreases the stress experienced by children
with ASD because such support allows parents to address their needs more effectively
(Beresford, 1994). Two sources of such support are family members (informal support) and
health professionals (formal support) (Schilling, Gilchrist, & Schinke, 1984). Appropriate and
helpful support will more likely reduce the stress of parents of children with ASD (Henderson
and Vandenberg, 1992).
When considering the relationship between stressors, social support, locus of control,
coping styles, and negative outcomes among parents of children with ASD, several coping styles
may contribute to negative outcomes. Based on evidence gathered from 58 completed surveys,
Dunn et al. (2001) suggested that the reliance on external points of reference, the use of
distancing in parenting, and the use of escape mechanisms when coping with the demands of
parenting a child with ASD correspond to increased rates of depression among this group.
Furthermore, parents who relied on external points of reference and coped by escape
mechanisms were more likely to experience social isolation (Dunn et al., 2001). This finding
indicated that both issues were linked to greater social isolation and increased incidence of
marital problems (Dunn et al., 2001). Gerkensmeyer et al. (2008) also found that tangible social
support helped ease the depressive symptoms of primary caregivers of children with mental
health problems. This suggests that failure to receive or seek social support and the use of escape
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mechanisms are likely to lead to increased rates of marital problems which, in turn, makes the
experience of parenting a child with ASD even more stressful.
Additionally, resilient parents are better at managing children with ASD. Bekhet, Johnson,
& Zauszniewski (2012) reported this finding when assessing the stress experienced by family
members of people with ASD. They found that parents with indicators of resilience are better at
coping with the challenges of caring a child with ASD. They concluded that increased resilience
among family members of persons with an ASD is likely to benefit both caregivers and those
they care for (Bekhet et al., 2012). A similar finding was reported by Sivberg (2002), who
investigated the strain caused by a positive diagnosis of ASD on the family system, the ways in
which parents coped with children with ASD, and the coping behaviors they displayed when
compared to the control group families. Four psychological tests were applied to evaluate the 37
families and 66 individual parents. The research found that lower levels of coping were related to
higher levels of strain placed on the family system and that the level of strain on the family
system was greater if it contained a child with ASD (Sivberg, 2002). It was also reported that the
families of children with ASD and the control group differed in terms of the coping behaviors.
On the basis of these findings, Sivberg (2002) argued that while limited contact between parents
and the child with ASD may be a cause of concern, such limited interactions can be explained by
the strain of ASD on the family system and the patterns that parents adopt to cope with the
child’s behavioral and developmental problems.
To further examine parenting stress and resilience, Ilias Cornish, Kummar, Park, &
Golden (2018) focused on parents of children with ASD who are living in South East Asia. The
review identified six key factors associated with parenting stress within this group: (1) social
support, (2) the severity of ASD symptoms, (3) financial problems, (4) parental understanding
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and perception of ASD, (5) anxieties and worries parents might have about their child’s future,
and (6) religious beliefs (Ilias et al., 2018). The researchers further suggested that the six factors
could be understood either as a source of parenting stress or as a coping strategy (a form of
resistance) intended to reduce parenting stress (Ilias et al., 2018). The researchers also suggested
that more support is available to parents of children with ASD in Western countries, which may
explain why more stress was reported in parents who are living South East Asia (Ilias et al.,
2018). The findings of this research emphasized the importance for professionals to be mindful
of culturally influenced stress and resilience factors when supporting parents of children with
ASD.
In terms of the treatments or approaches that can be applied to reduce depressive
symptoms and other forms of psychological distress associated with parents of children with
developmental disabilities, Singer, Ethridge, & Aldana (2007) provided a meta-analysis of group
intervention to explore the effectiveness of such treatments on parents. Three approaches were
identified: those that endorsed behavioral parent training, those that applied cognitive behavioral
training to help improve education on ASD and parental coping skills, and those that combined
both these methods and helped parents access additional support services (Singer et al., 2007).
These approaches appeared to benefit the parents of children with ASD as they reduce
psychological distress to a level comparable to other approaches designed to help parents of
children without disabilities (Singer et al., 2007). The researchers concluded that these
interventions were successful in terms of reducing the distress of middle-class mothers of
children with ASD on a short-term basis (Singer et al., 2007). However, there was no evidence to
suggest that these benefits would have the same effect on parents of children with ASD from
other cultural contexts.
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A high incidence of stress, anxiety, and depression was reported among Arab American
parents of children with ASD compared to children without disabilities or children with
developmental disabilities (Almansour et al., 2013; Al-Farsi et al., 2016). To mitigate these
problems, Nassar-McMillen and Hakim-Larson (2003) recommended measures to increase
resilience among Arab American communities and families affected by ASD. Resilience has
been found to increase if parents have access to sources of informal and formal support,
including information and education about ASD. Parents who coped with their child’s diagnosis
of ASD by distancing themselves from social support were more likely to experience stress,
anxiety, and depression associated when raising the child (Dunn et al., 2001). These findings are
supported by general research on the improvement in the well-being of parents of children with
ASD. Approaches that may improve resilience among parents of children with ASD include
parent behavioral training, cognitive behavioral training, and a combination of these methods
coupled with increased access to additional support services (Singer et al., 2007).
2.11 Rehabilitation Counseling
The main objective of rehabilitation counseling is to assist individuals with physical,
mental, developmental, cognitive, and emotional disabilities and establish or re-establish a
healthy level of independence and quality of life via employment or community involvement,
thereby allowing them to become productive members of society (Jenkins, Patterson, &
Syzmanski, 1988). Rehabilitation counseling is a multi-disciplinary practice that draws from
various counseling theories and techniques to successfully achieve its mission in assisting
individuals with disabilities so that they can live their lives to the fullest by utilizing their
strengths and overcoming or managing their limitations (Walsh & Savickas, 2005).
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Counseling plays an important role in helping people improve their well-being, alleviate
distress and maladjustment, resolve crises, modify maladaptive environments, and increase their
ability to live normal lives (Heppner, 1997). There are many domains in rehabilitation
counseling. Two key domains are psychological and vocational counseling (Leahy, Chan, Sung,
& Kim, 2013). The popular vocational rehabilitation services are counseling and guidance
(Ditchman, et al., 2013). A meta-analysis study conducted by Wampold (2001) found that treated
persons perform 79% better than untreated persons. This study clearly demonstrated that quality
counseling and guidance service can lead to healthy communities. It forms the basis and
motivation for rehabilitation counseling to continue improving and strengthening their services
through evidence-based practices.
Despite the benefits of rehabilitation counseling, research about perceptions of such
counseling, especially among Arab immigrants who have children with ASD about rehabilitation
counseling is limited. However, some studies providing limited insights do exist. Dukmak (2009)
conducted a study to investigate how parents of children with disabilities in the United Arab
Emirates perceived rehabilitation services. The key findings in this were that parents often lacked
awareness that rehabilitation services were available and had difficulty finding service providers.
Although these findings can be considered, it is unclear whether they can be generalized to the
Arab immigrant families in the U.S.
Arfa, Solvang, Berg, & Jahnsen (2020) studied the experiences of immigrant parents of
children with disabilities when accessing rehabilitation services in Norway. It was reported that
the challenges experienced by immigrants included the need for information about available
healthcare services and being treated differently from the majority of the population. It is
reasonable to assume that immigrants in most countries share the same difficulties, including the
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problem of receiving a lower level of service because of being different. This is likely to apply to
Arab immigrants in the United States as much as in Norway.
2.12 The Role of Gender
Although there is substantial variability in the way responsibilities are shared between a
husband and a wife in Arab Americans families, it is generally true that Arab women are
expected to be responsible for raising the children and imparting Arab values (Al Khateeb et al.,
2014). Read (2003) found that the gender roles of Arab American women were influenced more
by Arab culture than by Muslim or Christian religions. In addition, Arab American women tend
to be perceived negatively and subjected to stereotyping (Al Khateeb et al., 2014). On the other
hand, religiosity and the number of children in an Arab American household are related.
The labor force participation of Arab women with higher education tends to be lower
than American and European women (Read, 2004a; Read 2004b). Read (2004b) claimed that this
paradox is caused by religiosity exerting a negative influence due to the presence of children at
home. For example, for women without children, religiosity has no effect on their employment.
Several studies on Arab communities offered a basis for rationalizing the impact of family on the
employment of Arab American women (Read, 2004b; Read and Oselin, 2008). These studies
focused on the important role played by families in consolidating the position of these women in
the American society. Arab countries share a common belief about family being the foundation
of the community. Women are mainly tasked to maintain family stability and their participation
in the public sphere is not encouraged because they are expected to prioritize family life over
everything else (Read, 2004b). The influence of religiosity and education on the participation of
Arab American women in the labor force also follows this trend. For example, more religious
women tend to have lower employment and higher fertility rates than less religious women or

39

women. The presence of children at home also limits their employment opportunities (Read,
2004b).
Although many countries in the Arab region consider gender differentiation as the norm,
this is not the case for people of Arab decent in the U.S., whose views of gender dynamics vary
considerably. Some Arab Americans think that female domestic responsibility is necessary in
preserving their ethnicity. Other Arabs abandon these traditions because they are not compatible
with the American society even though these Arabs are proud of their heritage (Haddad and
Smith, 1996). Neuliep (2020) pointed out that people moving to a new culture are likely to take
with them the values and ideals of their former culture. Social class, education, and generational
status influence the attitudes of these Arab Americans, with the lower educated and foreign-born
being inclined to have the strongest ties with traditional values (Read, 2003).
Arab American women are commonly stereotyped as Islamic traditionalists. Yet, limited
research has been published on the implications of Islam on their attitudes and behaviors. Read
(2003) investigated the impact of religion on the perceptions of Arab-American women toward
gender roles and found that they are more diverse and less traditional than what most people
think. Many of them also maintain progressive gender role attitudes. Read (2003) further stressed
that ethnicity shape Arab-American women’s perceptions of gender roles more than their
religious affiliations. They may also feel lonely and isolated due to the gap between the
American lifestyle and that of their own. For example, the collectivist Arab culture is not
compatible with the individualist American culture, which in turn creates a conflict in social
roles (Al Khateeb et al., 2014). In particular, Neuliep (2020) noted that Muslim Arab Americans
tend to maintain their collectivist mindset, which is in contrast to American individualism.
2.13 Conclusions
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The foregoing review indicates that there is a gap in the research about the attitudes of
Arab-immigrant caregivers towards rehabilitation counseling (Grandpierre et al., 2018). Even
though resistance to rehabilitation counseling for children with ASD by Arab families is well
documented, most studies attribute such resistance to the stigma associated with the use of
rehabilitation services. In addition, the analysis provided in the literature is very simplistic and
does not reveal specific attitudes or factors that deter caregivers who need help. For example,
some families may resist seeking care for their children because they do not believe in the
confidentiality of treatment while others may believe that rehabilitation counseling is ineffective.
Moreover, accessing rehabilitation services can be challenging for immigrant caregivers
(Dukmak, 2009; Arfa et al., 2020; Grandpierre et al., 2018). In other words, there is a gap in the
literature about specific barriers that prevent Arab caregivers from seeking care for their children
with ASD. Accordingly, there is a need to understand the caregivers’ attitudes in order to
develop solutions to promote access to mental health services among Arab families who care for
children with ASD.
The literature review suggests that men and women in Arab families play different roles
in the family. Yet, despite substantial evidence that taking care of children with ASD can be very
stressful and mostly confined to mothers, there is virtually no research that evaluates how gender
and other factors affect the attitudes towards rehabilitation counseling or the depression, anxiety,
or stress levels experienced by the caregivers. (Almansour et al., 2013; Al-Farsi et al., 2016).
Therefore, a deeper knowledge of the impact of gender differences can be crucial when planning
community outreach activities for these adults.
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CHAPTER 3. RESEARCH METHODOLOGY
3.1 Introduction
The purpose of this study was twofold. It first identified the perceptions of Arab
immigrant parents of children with ASD about rehabilitation counseling. Second, it assessed the
levels of depression, anxiety, and stress of Arab-immigrant caregivers who were looking after a
child with ASD. The research methodology can be broadly categorized under data collection and
statistical analysis. The emotional levels of depression, stress, and anxiety among the affected
immigrant parents were evaluated based on the Depression Anxiety and Stress Scales (DASS,
2017). The complete survey is provided in Appendix 1. This chapter describes the various
components of the methodology related to this study, including the research questions, research
design, procedures, measurement instruments, and statistical data analysis approach.
3.2 Research Questions
The research study seeks answers to the following questions.


What are the perceptions of Arab-immigrant caregivers of children with ASD about
rehabilitation counseling services?



Do Arab-immigrant caregivers of children with ASD who report depression differ by gender,
race, education, and age in their depression, anxiety, or stress levels as measured by the
DASS-21 scale?

3.3 Research Design and Rational for Use of the Design
A survey research methodology was used. The anonymous survey was designed based on
the DASS-21 questionnaire and structured to answer the questions as listed in the previous
section. DASS-21 is an in-depth questionnaire that is used as an instrument to assess and

42

measure the key emotional stressors such as depression, anxiety, and stress in an individual.
More information is provided in the Table 3.1.

Depression
Self-disparaging
Dispirited, gloomy, blue
Convinced that life has no
meaning or value
Pessimistic about future

Table 3.1 Emotional Scales
Emotional Scale
Anxiety
Apprehensive, panicky
Tremble, shaky
Aware of dryness of mouth,
breathing difficulties, pounding
of heart, sweatiness of palms
Worried about performance and
possible loss of control

Unable to experience
enjoyment or satisfaction
Unable to become
interested or involved
Slow, lacking in initiative

Stress
Over-aroused, tense
Unable to relax
Touchy, easily upset

Irritable
Easily startled

Nervy, jumpy, fidgety

The survey comprised 3 sections and 40 questions. Section I collected demographic
information on the subjects. Section II focused on the parents’ perception of rehabilitation
counseling. Section III employed the DASS-21 metrics to measure the existence or nonexistence of depression, anxiety, and stress in caregivers of children with ASD. Virtually all
participants picked a choice for each question instead of leaving it blank. Thus, there was no noresponse bias.
3.4 Independent and Dependent Variables
The independent variables are the age, gender, race, educational level, and period of U.S.
residency of the participating parent. The dependent variables are the perception of rehabilitation
counseling and the emotional levels of depression, stress, and anxiety based on the DASS-21
scale. About half of these variables are new and not reported in other research work. The
participants were also invited to share their thoughts on how they manage some of these
challenges.
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An analysis of the relationship between these variables requires the definition of a
statistical model, which can be linear or nonlinear. The most important independent variable was
the gender factor. The effect of gender on a dependent variable was studied. The effect of two or
more independent variables (for example gender and education) on a dependent variable was
also studied in a multi-factor analysis. Regardless of whether it was a single or a multiple factor
analysis, only one dependent variable was used.
3.5 Description of Participants
After the University of Kentucky IRB approved the survey questions, the responses of
individual Arab immigrant caregivers of children with ASD were collected. These participants
were Arab-immigrant caregivers living in the U.S. and they were over the age of 18.
Additionally, the participants were Syrian, Egyptian, Palestinian, and Lebanese and they were
currently taking care of a child with ASD.
3.6 Sampling Procedure
To obtain valid results from the statistical analysis, a reasonably large sample size of at
least 20 fully completed surveys is recommended (Walpole et al., 2012). This is because the
width of the confidence intervals used in the analysis is typically affected by the sample size. A
larger sample size tends to produce narrower intervals and hence, more precise results. In this
research, 33 completed surveys were collected from a diverse community of Arab-immigrant
caregivers.
3.7 Recruitment of Participants
The online survey was sent out to Arab-immigrant caregivers of children with ASD. The
participants were recruited from the Blue Hands United organization, which is a 501(c) 3
nonprofit organization located at 835 Mason St, Dearborn, MI 48124. This organization was
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chosen because its contacts were accessible, and they came from a diverse Arab background. The
city of Dearborn, MI also has the largest population of Arab Americans in the U.S. The consent
statement appeared on the first page of the survey. Participants will click either “yes” or “no” to
the consent statement. Participants who clicked “yes” will proceed to the survey. Participants
who clicked no will exit the page. In addition, the participants are informed that they can contact
the PI with any questions before consenting to the survey. All participants in this study were
adults above the age of 18, so they will be able to read and understand the contents of the consent.
3.8 Method of Data Collection
Parents can be more open in sharing their experiences because an anonymous voluntary
survey has been adopted instead of face-to-face or phone interviews. The Blue Hands United
organization forwarded the survey link to the participants that use the organization’s services.
The survey was largely based on the DASS-21 guidelines, and it took about 20 minutes to
complete. The text of the online survey is shown in Appendix 1. It first reviewed the participant
information (such as gender, age, period of U.S. residency) but the main part of the survey
focused on factors that impact the emotional levels (such as depression, anxiety, stress). For
cultural sensitivity reasons, topics such as employment, financial matters, internal emotional
states, and some social relations were not surveyed. An online survey designed by Qualtrics was
sent to Blue Hands United organization. The survey was administered using the anonymous
function provided by Qualtrics.
3.9 Description of Instrumentation (including Reliability and Validity)
The DASS-21 survey is a frequently used research instrument and assessment tool in
racially diverse populations (Norton, 2007). DASS-21 measures the emotional states of
depression, anxiety and stress. Each of these three scales contains seven items that are divided
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into subscales with similar content. The depression scale assesses dysphoria, hopelessness,
devaluation of life, self-deprecation, lack of interest/involvement, anhedonia, and inertia. The
anxiety scale assesses autonomic arousal, skeletal muscle effects, situational anxiety, and
subjective experience of anxious affect. The stress scale is sensitive to levels of chronic nonspecific arousal and assesses difficulty relaxing, nervous arousal, and being easily upset/agitated,
irritable/over-reactive and impatient. Hence, DASS-21 is highly relevant to the emotional issues
of depression, anxiety, and stress that are studied in this research. Additionally, it appears to be
reliable for both clinical and research purposes (Norton, 2007). The DASS-21 survey used in this
study was not translated to Arabic because most of the respondents have lived in the United
States for more than 12 years. A translated DASS-21 survey will also require a separate
psychometric analysis as described in Norton (2007) and this may complicate the data analysis.
3.10 Data Analysis Procedure and Rationale
Survey samples can be broadly categorized under probability samples and nonprobability samples (Walpole, Myers, Myers, & Ye, 2012). Probability-based samples require a
sampling plan with specified probabilities and this approach is adopted in this study. Probabilitybased sampling allows design-based inference about the target population. The inferences are
based on a known probability distribution. In this case, the sample of 33 respondents was
reasonably large for meaningful statistical data analysis, even though the population mean and
variance were unknown.
The research analysis plan was broken down into several steps. After collecting the
responses, the survey data was entered in Excel, and the relevant statistical formulas were coded
into the spreadsheet to obtain the results for the two and three-factor analyses. The statistical
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analysis was carried out using multiple factors as listed in the survey. Since the survey comprises
many predicting variables, the data analysis combined variables that were closely related.
3.11 Potential Methodological Limitations and Ethical Considerations
There were some limitations and shortcomings in the data collection because the surveys
were used as a statistical tool to quantitatively evaluate subjective data. By using an anonymous
survey with no identifiable personal information, the respondent’s right to confidentiality was
respected and protected. This will eliminate the responsibility of safely storing and handling
personal data. The respondent has also been informed of the purpose of the study and how the
answers they provide will be used in this research context. Therefore, the respondents
participated in the survey voluntarily. A statement disclosing any special interest from sponsors
was not needed since no sponsors are funding this research.
It is well known that inferences from probability-based surveys may have many types of
bias. For example, the surveys may have several incomplete responses. Even though the
questions are initially chosen with known probabilities, the incomplete response distribution is
unknown. Bias in surveys is undesirable but often unavoidable. The common types of bias that
may occur in the sampling process are:


No-response bias: When individuals selected in the survey sample cannot or will not
complete the survey there is the potential for bias to result from this no-response. Noresponse bias occurs when the observed value deviates from the population parameter due to
differences between respondents and non-respondents. In this research, only 1 respondent
(out of 33 respondents) did not answer 1 question (out of 40 questions). Hence, the noresponse bias was kept at a very low level.
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Response bias: This is not the opposite of no-response bias, but relates to a possible
tendency of respondents to give inaccurate or untruthful answers for various reasons. Such
inaccuracy is difficult to mitigate.



Selection bias: Selection bias occurs when a different probability of selection is unaccounted.
In this case, households with multiple Arab immigrants are more likely to be selected for the
survey than households with only one Arab immigrant. In this research, at most two family
members (mother and father) were from the same household.



Coverage bias: Coverage bias can occur when additional population members are not
sampled or represented. In this case, both current and past Arab immigrants who have
depression should be surveyed. As an option, survey weights may be assigned to these two
categories of immigrants to improve accuracy. For example, a greater weight can be
assigned to current immigrants than past immigrants of depression. However, this option of
unequal survey weights was not adopted in this research.
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CHAPTER 4. RESEARCH RESULTS AND ANALYSIS
4.1 Introduction
A total of 33 respondents participated in the survey. This sample is large enough to
provide meaningful statistical insights to the research questions. The collected survey data and
the statistical analysis are provided in Appendix 2. The analytical insights are original and not
reported elsewhere.
4.2 Demographics
A breakdown of the demographics of the respondents is shown in Table 4.1. The number
of mothers and fathers are roughly the same and one respondent is a grandmother. It is unknown
whether the respondents came from the same household. There is a good mix of Labanese,
Egyptian, Palestinian, and Syrians. Labanese respondents form about 45% of the total
respondents whereas Syrians form the smallest percentage, about 3%. The majority of the
respondents are naturalized U.S. citizens. About 80% of the respondents hold college or graduate
degrees. About 90% of the respondents have resided in the U.S. for over 12 years. The majority
of the respondents are aged more than 30 years old. The ages that range from 30 to 35, 35 to 40,
and more than 40 are evenly distributed (about 30% for each range). One of the most important
responses on the demographic portion of the survey is that 85% of the respondents admitted they
have been diagnosed with some form of depression or anxiety. It is unknown whether they
already had a diagnosis of pre-existing depression/anxiety problems before they started to take
care of a child with ASD. However, there are some respondents who did not indicate that they
had depression or anxiety. Their responses should provide some insights as to whether taking
care of a child with ASD does lead to these mental and emotional problems.
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Table 4.1 Demographics
Category

Item

Percentage (%)

Gender

Mother
Father
Grandmother

52
45
3

Race

Labanese
Egyptian
Palestinian
Syrian
No response

46
15
33
3
3

Naturalized
Green Card

88
12

Grad School
College
High School
No School

36
43
15
6

More than 12
9 to 12
6 to 9
3 to 6

88
3
6
3

More than 40
Between 35 and 40
Between 30 and 35
Between 25 and 30

34
33
30
3

Yes
No

85
15

Resident Status

Education

U.S. Residency

Age

Depression & Anxiety Diagnosis

4.3 Perceptions of Rehabilitation Counseling
Equal weights are assigned to the choices and average score is calculated for each
question in this section. The weights are 2 for Strongly Agree, 1 for Agree, 0 for Undecided, –1
for Disagree, and –2 for Strongly Disagree. This gives an average score of 0 if there is an equal
number of respondents for each choice. Thus, if the average score is positive or above 0, this
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implies the respondents tend to agree with the question. Conversely, if the average score is
negative or below 0, this implies the respondents tend to disagree with the question. The results
are summarized in Table 4.2. The overall average score is 0.4, which suggests the respondents
have a somewhat positive perception of the effectiveness of rehabilitation counseling. In
particular, six of the questions received high positive average scores.
The highest average positive score of 1.09 corresponds to the case where respondents
perceive that in general, counselors are genuinely concerned to help their clients. There is a
perception that the cost of counseling is high (1.03). However, if counseling is needed, the
respondents feel that the counseling fee does not matter (0.09). This is unsurprising since more
than 80% of the respondents have college or graduate degrees. Most of the respondents express
their desire to make their own decisions about seeking counseling help (0.94) and they are also
confident that counselors will not disclose their problems to others without their consent (0.91).
The highest average negative score of –0.85 corresponds to the question where
respondents disagree that counselors will only place the importance on social norms without
considering their life pressures. The next highest average negative score of –0.67 corresponds to
the question where respondents disagree that counseling is needed only by those with serious
mental health problems. A fairly high average negative score of –0.45 corresponds to the
question where respondents disagree that they do not know what to do during the counseling
session.
Table 4.2 Overall Average Score For Each Rehabilitation Question
Number
Rehabilitation counseling question
Average score
8
Counseling is needed only by those with serious mental health problems.
–0.67
9
Counseling will allow me to see my problems more clearly.
0.88
10
Somebody with simple problems can also benefit from counseling.
0.82
11
I do not have any ideas what to do during the counseling session.
–0.45
12
I think counselors will only place the importance on social norms without
–0.85
considering my life pressures.
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13
14

I still can make my own decision though I have counseling.
0.94
I am confident that counselors will not disclose my problems to others
0.91
without my consent.
15
I am confident that counselors have cultural awareness and competence.
0.58
16
Counseling normally costs a lot of money.
1.03
17
If I need counseling, the counseling fee does not matter
0.09
18
Generally, counselors are genuinely concerned to help their clients.
1.09
Note: –2 = Strongly Disagree, –1 = Disagree, 0 = Undecided, 1 = Agree, 2 = Strongly Agree
4.4 One-Factor and Two-Factor Gender Analysis
In this section, the responses of the parents to the rehabilitation counseling questions as
well as the impact of race, education, and age are analyzed.
Gender
In Figure 4.1, it is observed that the responses of mothers and fathers are very well
correlated. For most of the questions, if a positive agreement is obtained from the mother, a
positive agreement would also be obtained from the father and vice versa. The responses also
very well correlated with the overall average score in Table 4.2. The only exception is the
question about the counseling fee (Question 17). Fathers are not sensitive to paying the
counseling fee because they are normally the breadwinner of the family. Mothers consistently
show higher levels of agreements and disagreements than fathers, who are more moderate in
their responses.
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Figure 4.1 Parent responses to rehabilitation questions
Gender and Race
Figure 4.2 and 4.3 show the responses of mothers and fathers when race is factored in.
The results still show good correlation with the earlier observations in Figure 4.1. However,
Palestinian fathers are sensitive to the fees they have to pay for rehabilitation counseling
(question 17). Egyptian fathers also feel that they can solve simple problems themselves instead
of turning to rehabilitation counseling (Question 10).
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Figure 4.2 Mother responses to rehabilitation questions (based on race)
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Figure 4.3 Father responses to rehabilitation questions (based on race)
Gender and Education
Figure 4.4 and 4.5 show the responses of mothers and fathers when education is factored
in. The results still show good correlation with the earlier observations in Figure 4.1, except for
the respondents with high school or no education. Note that there are very few respondents for
these categories (2 for high school, 1 for no school). Hence, the responses for these categories
may not represent the sample responses well, unlike the parents with graduate or college degrees.
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Figure 4.4 Mother responses to rehabilitation questions (based on education)
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Figure 4.5 Father responses to rehabilitation questions (based on education)
Gender and Age
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Figure 4.6 and 4.7 show the responses of mothers and fathers when age is factored in.
The results show excellent correlation with the earlier observations in Figure 4.1. However,
mothers over 40 years old agree that counseling is needed only by those with serious mental
health problems. This group of mothers is also not sensitive to the counseling fee. Additionally,
fathers between 35 to 40 years old think that they are not able to make their own decisions about
counseling and that they are not confident that counselors will not disclose their problems to
others without their consent. This observation is a significant contrast to fathers from the other
age groups as well as mothers.
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Figure 4.6 Mother responses to rehabilitation questions (based on age)
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Figure 4.7 Father responses to rehabilitation questions (based on age)
4.5 DASS-21 Scales
The DASS-21 scales are shown in Table 4.3. The three broad categories of depression,
anxiety, and stress span five levels from normal to extremely severe. The overall average DASS21 score for the three categories is shown in Table 4.4. The stress level is normal for the sample
of respondents but the depression and anxiety levels come under the moderate category. This is
expected and consistent with the responses in Section I. About 80% of the respondents have
admitted they were diagnosed with depression and/or anxiety (Question 7).
Table 4.3 DASS-21 Scales
Depression
Anxiety
Stress
Normal
0 to 9
0 to 7
0 to 14
Mild
10 to 13
8 to 9
15 to 18
Moderate
14 to 20
10 to 14
19 to 25
Severe
21 to 27
15 to 19
26 to 33
Extremely Severe
28+
20+
34+
Note: DASS-21 scores will need to be multiplied by 2 to calculate the final score.

Normal
Moderate

Table 4.4 Overall Average DASS-21 Score For Sample
Depression
Anxiety
Stress
8.9
13.5
10.9
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4.5.1 One-Factor Analysis
A comprehensive analysis was performed on the factors of gender, education, age, race,
and depression/anxiety diagnosis using the DASS-21 scales.
Gender
Table 4.5 shows the breakdown in the average DASS-21 scores for the three categories
for mothers and fathers. Because only 1 respondent is a grandmother, her individual response
was not analyzed although the overall average DASS-21 score includes the score of this
grandmother. In other words, only responses from mothers and fathers were analyzed. The levels
of depression, anxiety, and stress all come under the normal category for fathers. Clearly,
mothers have depression and anxiety to a greater degree than fathers. This may be attributed to
the fact that mothers spend more time with the child than fathers. Additionally, the stress level
for mothers is about twice the stress level for fathers even though the stress level for mothers
comes under the normal category. Figure 4.8 shows a graph of the average DASS-21 scores. The
depression, anxiety, and stress levels experienced by mothers are virtually twice the levels
experience by fathers. Thus, gender has a significant impact on the average DASS-21 score.

Depression
Anxiety
Stress

Table 4.5 Average DASS-21 Score For Parents
Overall
Mother
Father
13.5 (moderate)
16.6 (moderate)
9.2 (normal)
10.9 (moderate)
13.8 (moderate)
6.8 (normal)
8.9 (normal)
11.3 (normal)
5.7 (normal)
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Figure 4.8 Average DASS-21 scores for mothers and fathers
Education
For respondents with graduate degrees, the average DASS-21 scores for the three
categories follow very closely to the overall scores in Figure 4.8. For respondents with college
degrees, the average DASS-21 scores for the three categories are the lowest among all other
scores. Respondents with high school education exhibit high levels of depression, anxiety, and
stress. The highest levels came from respondents who did not attend school and they experience
severe depression and extremely severe anxiety. These observations are reinforced in Figure 4.9,
which shows a graph of the average DASS-21 scores.
Table 4.6 Average DASS-21 Score Based On Education Level
Overall
Depression 13.5
(moderate)
Anxiety
10.9
(moderate)
Stress
8.9 (normal)

Grad School
13.5
(moderate)
11.3
(moderate)
8.8 (normal)

College
10.9 (mild)
7.1 (normal)

High School
17.6
(moderate)
16.4 (severe)

6.4 (normal)

13.6 (normal)
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No School
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15.0 (mild)

25
Overall

Grad School

College

High School

No School

20

Level

15

10

5

0
Depression

Anxiety

Stress

DASS Category

Figure 4.9 Average DASS-21 scores based on education level
Age
The data trends in Table 4.7 and Figure 4.10 clearly show that older respondents
experience higher depression, anxiety, and stress levels. In particular, respondents who are more
than 40 years experience severe anxiety. Since there is only 1 respondent in the age range of 25
to 30 years, this respondent has been excluded from the analysis.
Table 4.7 Average DASS-21 Score Based On Age
More than 40 Between 35 to 40
years
years
13.5 (moderate) 16.4 (moderate)
12.5 (mild)
10.9 (moderate) 14.5 (severe)
9.6 (moderate)
8.9 (normal)
10.9 (normal)
8.9 (normal)
Overall
Depression
Anxiety
Stress
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Between 30 to 35
years
11.4 (mild)
9 (mild)
6.8 (normal)
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Figure 4.10 Average DASS-21 scores based on age
Race
The data trends in Table 4.8 and Figure 4.11 clearly show that Egyptian parents
experience the highest depression, anxiety, and stress levels when compared to Lebanese and
Palestinian parents. In particular, Egyptian parents experience severe anxiety. Since there is only
1 Syrian respondent, this respondent has been excluded from the analysis.

Depression
Anxiety
Stress

Table 4.8 Average DASS-21 Score Based On Race
Overall
Lebanese
Palestinian
Egyptian
13.5 (moderate)
11.7 (mild)
13.6 (moderate) 16 (moderate)
10.9 (moderate)
8.8 (mild)
10.7 (moderate)
15.2 (severe)
8.9 (normal)
6.8 (normal)
10.2 (normal)
10.8 (normal)

61

18
Overall

Lebanese

Palestinian

Egyptian

16
14

Level

12
10
8
6
4
2
0
Depression

Anxiety

Stress

DASS Category

Figure 4.11 Average DASS-21 scores based on race
Depression/Anxiety Diagnosis
The data trends in Table 4.9 and Figure 4.11 show that parents with a positive diagnosis
of depression and/or anxiety experience depression, anxiety, and stress levels that are about two
times higher than parents with no diagnosis or negative diagnosis. Additionally, parents with no
diagnosis or negative diagnosis experience normal levels on all three categories.
Table 4.9 Average DASS-21 Score Based On Depression/Anxiety Diagnosis
Overall
Positive diagnosis No or negative diagnosis
Depression
13.5 (moderate)
14.4 (moderate)
8 (normal)
Anxiety
10.9 (moderate)
11.7 (moderate)
6.4 (normal)
Stress
8.9 (normal)
9.7 (normal)
4.4 (normal)
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Figure 4.12 Average DASS-21 scores based on depression/anxiety diagnosis
4.5.2 Two-Factor Analysis
A two-factor analysis provides more information in the interaction between two factors,
which can lead to a more accurate assessment compared to the one-factor analysis.
Gender and Education
The average DASS-21 scores based on the factors of gender and education are shown in
Figure 4.12. It is interesting to note that only mothers with graduate degrees experience
depression, anxiety, and stress levels that are higher than the overall average level. However,
mothers with college degrees and fathers with graduate/college degrees experience depression,
anxiety, and stress levels that are lower than the overall average level. One possible reason for
the increased levels is that the mothers were studying for their graduate degrees while they were
raising a child with ASD at the same time. Mothers with college degrees only have to raise the
child with ASD and did not have the extra burden of studying for a graduate degree. Fathers
spend less time with the child so they exhibit lower levels, even if they were studying for a
graduate degree.
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Figure 4.13 Average DASS-21 scores based on gender and education
Gender and Age
The average DASS-21 scores based on the factors of gender and age are shown in
Figures 4.13 and 4.14. The results for mothers are more or less consistent with the one-factor
data trends. However, mother aged over 40 show significant levels of depression, anxiety, and
stress. The group of fathers shows some interesting data trends. Unlike the one-factor analysis
and the group of mothers, fathers show low levels of depression, anxiety, and stress when they
are aged over 40. Additionally, fathers aged between 35 and 40 show higher levels of depression,
anxiety, and stress. More specifically, the levels of anxiety and stress are 3 to 5 times higher than
fathers aged over 40 but are still below or comparable to the overall levels. These results suggest
that mothers older than 40 years may benefit from rehabilitation counseling. Because the levels
experienced by fathers are lower or comparable to the overall average levels, rehabilitation
counseling may be more optional. Note that the one-factor analysis would not lead to these
recommendations.
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Figure 4.14 Average DASS-21 scores based on mother’s age
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Figure 4.15 Average DASS-21 scores based on father’s age
Gender and Race
The average DASS-21 scores based on the factors of gender and race are shown in
Figures 4.15 and 4.16. Clearly, both Egyptian and Palestinian parents consistently exhibit higher
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levels of depression, anxiety, and stress than Lebanese parents. Because Egyptian and Palestinian
parents also exhibit higher levels of depression, anxiety, and stress than the overall levels,
rehabilitation counseling may be recommended for this group of parents. Thus, the race factor is
independent of the gender factor.
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Figure 4.16 Average DASS-21 scores based on mother’s race
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Figure 4.17 Average DASS-21 scores based on father’s race
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4.5.3 Three-Factor Analysis
A three-factor analysis provides a refined assessment of the individual factors by
capturing a wider scope in the interaction between these factors. Figures 4.17 and 4.18 show the
interaction of gender, education, and age. Two categories were excluded because there was no
data on these categories: mothers who were over the age of 40 with a college degree and fathers
between 30 and 35 years of age with a graduate degree.
Mothers between 30 to 35 years old show significantly higher levels of depression,
anxiety, and stress (way above the overall levels) if they possess a graduate degree. This group of
mothers may consider seeking rehabilitation counseling. Mothers between 35 to 40 years old also
show high levels of depression, anxiety, and stress (mostly above the overall levels) if they
possess a graduate degree. However, mothers older than 40 years old exhibit lower levels even
though they hold a graduate degree. These results suggest that older mothers tend to cope better
when raising a child with ASD, and education has an impact on the levels they are experiencing.
In contrast, fathers exhibit levels that are consistently lower than the overall levels for all
three DASS-21 categories. In particular, fathers between 35 and 40 years old with a graduate
degree show unusually low levels, including 2 for anxiety and 0 for stress. With a graduate
degree, this category of younger fathers may assume greater responsibilities at work and as a
result, could be more focused on their careers and not family matters. Unlike the results obtained
for the two-factor analysis when only age was considered, the levels experienced by fathers can
be low when education is factored in. In conclusion, fathers are the least affected by the mental
pressures of raising a child with ASD, but education has an impact on the levels they are
experiencing.

67

Mothers
21
Overall

Grad over40

Grad 35to40

Grad 30to35

College 35to40

College 30to35

18

Level

15
12
9
6
3
0
Depression

Anxiety

Stress

DASS Category

Figure 4.18 Average DASS-21 scores based on mother’s education and age
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Figure 4.19 Average DASS-21 scores based on father’s education and age
4.6 Summary of Results
The research findings can be summarized as follows:
68



U.S. Arab immigrants have a somewhat positive perception of the effectiveness of
rehabilitation counseling;



Mothers experience higher levels of depression, anxiety, and stress than fathers;



The educational level of the parents has a key impact on the levels of depression, anxiety,
and stress;



Palestinian and Egyptian parents experience higher levels of depression, anxiety, and stress
than Lebanese parents.
The most surprising finding is that mothers with graduate degrees experience considerable

depression, anxiety, and stress. It is expected that parents with higher education will be able to
acquire the relevant knowledge and cope better with their circumstances. It is unclear whether
these findings correlate with U.S.-born parents of children with ASD and Arab-immigrants in
general (regardless of having a child with ASD).
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CHAPTER 5. DISCUSSION ON RESULTS AND FUTURE RESEARCH DIRECTIONS
5.1 Introduction
Thirty-three Arab American caregivers raising children with ASD completed online
questionnaires regarding their psychosocial experiences and perceptions of rehabilitation
counseling. Although studies have been conducted to understand the mental health and wellbeing
of caregivers of children with ASD from other groups, the emotional challenges that they may
face have not been studied extensively. In addition, the perceptions and attitudes of caregivers
towards rehabilitation and/or mental health services have not been reported. This research has
provided new insights into key knowledge that is related to these important areas. Rehabilitation
counselors can translate these findings to work more effectively with various groups of Arab
American immigrants based on gender, age, education, and race.
5.2 Problem Statement, Purpose, Research Questions and Methodology
The literature review suggests that men and women in Arab families play different roles
in the family. Yet, despite substantial evidence that taking care of children with ASD can be very
stressful and mostly confined to mothers, there is virtually no research that evaluates how gender
and other factors affect the attitudes towards rehabilitation counseling or the depression, anxiety,
or stress levels experienced by the caregivers. Using questions largely based on the widely used
DASS-21 survey, this research has investigated the perceptions of Arab-immigrant caregivers of
children with ASD about rehabilitation counseling and conducted a multi-factor analysis to
evaluate the impact of gender, race, education, and age on their depression, anxiety, or stress
levels as measured by DASS-21. The primary factor is gender (an independent variable) whereas
the secondary factors are race, education, and age (dependent variables).
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5.3 Summary of Main Points and Findings
This study has provided new insights into the challenges faced by the caregivers and
recommendations that rehabilitation counselors should consider when helping these families
overcome psychosocial issues and adjust to their circumstances. It has identified specific groups
of individuals that may need help from rehabilitation counselors. Overall, the study has
developed promising ways to promote positive change in the American Arab community
regarding caregiving of children with ASD.
Because mothers are the primary caregivers and spend most of the time with the child
with ASD, it is reasonable to expect that their levels of depression and anxiety will be higher
than fathers. Moreover, it is understandable they will want to learn more about community
resources such as rehabilitation counseling in order to be better equipped to care for their child
with ASD. This research has corroborated the hypothesis with substantial evidence to show that
mothers experience a higher degree of emotional issues and possess greater knowledge than
fathers in the area of rehabilitation counseling and similar types of programs.
5.4 Explanations for the Findings
From the survey results, it is interesting to note that cultural awareness and competence
of the counselors are viewed positively by the respondents (a score of 0.58). This can be
attributed to the fact that most of the survey respondents (about 90%) have lived in the U.S. for
more than 12 years and are naturalized U.S. citizens so they are more acculturated. Thus,
contrary to the work reported by Arfa, Solvang, Berg, and Jahnsen (2020), the stigma barrier and
the concerns that immigrants will be treated differently and receive a lower level of service are
not evident in this research. If there are more new immigrants participating in the survey, then
the cultural aspect can be studied, including how these immigrants cope in a new environment.
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In addition, respondents with college or graduate education can manage the challenges of
caring a child with ASD in a more effective way than respondents with high school or no
education. Perhaps this particular group of respondents did not have access to more information
and resources. Therefore, it is highly recommended that caregivers with little or no education
engage a rehabilitation counselor to help them cope with their circumstances.
From the survey results, it can also be concluded that age is a key factor and younger
caregivers are able to cope more effectively when caring for a child with ASD. This may be
related to the length of time they have been in the United States. Race is another factor because
Lebanese caregivers are able to cope more effectively when caring for a child with ASD. Overall,
the DASS-21 scales correlate well with the diagnosis of depression and anxiety. For example,
parents with a positive diagnosis of depression or anxiety experience depression, anxiety, and
stress levels that are about two times higher than parents with no diagnosis or negative diagnosis.
Moreover, parents with no diagnosis or negative diagnosis experience normal levels on all three
categories.
5.5 Limitations of the Study
Although the size of the sample was reasonable, the validity of some conclusions that
were drawn from the data analysis may be inadequate. Increasing the sample size can improve
probability sampling further. There are other specialized techniques such as stratified sampling
and cluster sampling that may improve the accuracy of the sampling process without changing
the underlying principles of probability sampling. Stratification divides the population into
homogeneous subgroups before sampling. Each subgroup is mutually exclusive and should
represent a broad spectrum of the population. Methods such as simple random sampling or
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systematic sampling can be applied within each stratum. This often improves the “randomness”
of the sample and reduces the sampling error.
Furthermore, the emotional levels selected by the respondents were assumed to be
accurate and non-subjective. It is also assumed that the survey will not be affected by caregivers
from the same household. However, some unavoidable deviation from these levels may arise. A
hypothesis test can help determine the amount of deviation. For example, the hypothesis testing
can be applied to test the difference between two sample means, say between the means of the
survey scores for mothers and fathers. A null hypothesis is a claim (or statement) about a sample
parameter that is assumed to be true until it is declared false. An alternative hypothesis is a claim
about a sample parameter that will be true if the null hypothesis is false. Additionally,
measurable sampling error can be defined, which can be expressed as a confidence interval, or
margin of error. For example, one can specify a confidence interval of 95%, which implies a
margin of error of 5%. A greater confidence interval such as 99% leads to an even smaller
margin of error. When applied to the current context, a confidence interval of 95% may be
specified that supports the hypothesis that mothers are not affected by psychosocial stressors to a
greater degree than fathers. This is equivalent to testing the null hypothesis that the means of the
survey scores are equal with a 5% error. The alternative hypothesis is that mothers are affected
by psychosocial stressors to a greater degree than fathers. Hence, the means of the survey scores
will be different in this case.
Hypothesis testing is more efficient when performing tests on the difference between two
sample means. When comparing three or more population means, the analysis of variance
(ANOVA) procedure is preferred. In this research, the ANOVA procedure can be used to test the
equality of the mean scores of Labanese, Palestinians, and Egyptians. The ANOVA procedure
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can also be used to test the equality of the mean scores of graduate, college, high school, and no
school respondents, or the mean scores of respondents aged over 40 years, between 35 and 40
years, and between 30 and 35 years.
5.6 Implications of Research Findings
The results of this study cannot be directly compared to previous research because no study
considered a population identical to the participants in this study and addressed similar research
questions. For example, this study categorized participants by ethnic groups namely, Lebanese,
Palestinians, and Egyptians. However, there are no studies that considered three ethnic groups
and measured their DASS-21 scores. For example, Al Khateeb (2014) considered war refugees
such as Iraqis, Palestinians, Lebanese, Sudanese, and Somalians. Alotaibi (2019) examined the
impact of a child with a disability on Saudi Arabian mothers’ behaviors, thinking, and beliefs.
There were no reports on DASS-21 scores in these two studies. Norton (2007) provides a
psychometric analysis of DASS-21 but the subjects were African Americans, Asians, Caucasians,
and Hispanics/Latinos. Similarly, there is no research on the perception of rehabilitation services
that can be compared to this study.
A general comparison to studies that examined populations in a different research context is
possible. For example, Al-Farsi, Al-Farsi, Al-Sharbati, and Al-Adawi (2016) examined stress,
anxiety, and depression among parents of children with ASD in Oman. The target population
consists of native citizens of Oman. Al-Farsi et al. (2016) found that mothers had higher levels of
stress, anxiety and depression as compared to fathers. This is consistent with the findings of this
study which found higher levels of stress among mothers compared to fathers, although the
target population in this study is different and consists of U.S. Arab immigrants.
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Norton (2007) examined the psychometric properties of DASS-21 scales using subjects
from the general population. His results corroborate the findings of this study as well as the study
by Al-Farsi et al. (2016) that women scored higher than men on the stress subscale of DASS-21.
However, Norton (2007) found no difference between men and women on depression and
anxiety subscales of DASS-21. Although Norton (2007) reported negative correlations between
age and the DASS-21 anxiety and depression scores, the magnitude of these correlations was
small. The negative correlation between DASS-21 symptoms is consistent with the findings of
this study. The key difference in this study was that the relationship between DASS-21
symptoms was non-linear with a peak in the middle age group. These comparisons should be
interpreted carefully because the population in Norton (2007) were individuals from the general
population (African American, Asian, Caucasian, Hispanic/Latino), whereas the population in
this study comprises U.S. Arab immigrant caregivers of children with ASD.
Alsayyari (2017) conducted a study on Arab American mothers of children with ASD
and found that mothers with a lower level of education were less likely to seek treatment because
they do not understand the value of rehabilitation counseling. In addition, they generally accept
their child’s condition. This is consistent with this study, which also found that participants with
lower level of education typically perceived counseling as ineffective and were therefore more
skeptical about the counseling profession as whole. The implication is that there is a need to
formulate public policies to improve health literacy in order to ensure that the target population
has a proper understanding of rehabilitation counseling.
This study also found that Palestinian and Egyptian caregivers experience higher
depression, anxiety, and stress levels than Lebanese caregivers. The lower levels of distress for
Lebanese participants can be explained in terms of the findings by Awad (2010) and Ajrouch and
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Jamal (2007), who reported that depression, anxiety, and stress were inversely associated with
the degree of acculturation and cultural distance. Among the different ethnic categories
examined in this study, the Lebanese are characterized by a greater number of Christians, making
them more culturally similar to the North American society. Due to the similarities in religion,
the Lebanese families may have a smoother acculturation process and experience lower levels of
stress, depression, and anxiety.
Dukmak (2009) reported that parents in the United Arab Emirates often lacked awareness
that rehabilitation services were available and had difficulty finding service providers. In this
research, it is shown that this was not the case for U.S. Arab immigrants. These immigrants are
generally positive about the impact of such services and did not express concerns about the
availability such services or the fees that are associated with rehabilitation counseling.
Overall, the data analysis in the current study has led to several novel results and insights
that were not reported in the existing research literature. The research findings can be
summarized in terms of the following observations and recommendations:


U.S. Arab immigrants have a somewhat positive perception of the effectiveness of
rehabilitation counseling;



Mothers experience higher levels of depression, anxiety, and stress than fathers;



The educational level of the caregivers has a key impact on the levels of depression, anxiety,
and stress;



Palestinian and Egyptian caregivers experience higher levels of depression, anxiety, and
stress than Lebanese caregivers;
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Mothers who are between 30 and 35 years old with graduate degrees, caregivers with
limited or no education, and Palestinian and Egyptian caregivers may benefit from
rehabilitation counseling.
Since rehabilitation counselors play a key role in helping the parents cope with

depression, anxiety, and stress, they need to be trained from a developmental perspective when
working with U.S. Arab immigrant parents who have children with ASD. By building
communication and trust between Muslim religious leaders and mental health professionals,
access to culturally appropriate psychiatric services can be improved (Rassool, 2015). Religion is
a key part of culture and needs to be addressed by a culture-aware counselor (Podikunju-Hussain,
2015). Cultural competency can be defined in many different ways, and consequently, it has also
provoked considerable controversy over its assumptions, effects, and necessity (Sue, 2009).
Culturally competent interventions may affect the entire or part of a treatment program. In
particular, cultural competency in psychological interventions and treatments is desirable (Sue,
2009).
Continuing education in cultural competence may enhance rehabilitation counseling
competency and effectiveness when working with culturally diverse clients (Bellini, 2003; Chan
et al., 2003). To remain multiculturally competent, counselors should continue to work, study
and develop as they move through their careers (Shallcross, 2013). A three-stage developmental
framework was developed by Pedersen (2002). The chronological components of this framework
include awareness, knowledge, and skill in defining the necessary competencies through a needs
assessment. Another key component of cultural competency training is the concept of being
treated differently due to the inclusion culture, and not receiving the same therapy as everyone
else (Eldeeb, 2017). Cultural competency education should certainly address issues related to
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US-born minorities, especially cultures of recent immigrant groups, rather than US-born persons
(Panzarella & Matteliano, 2009). The multicultural and social justice counseling competencies
developed by Ratts et al. (2016) further support the importance of addressing differences
between counselor and client status, and provide guidelines for the counseling profession.
There is limited research of continuing education for practitioners working in
community-based settings (Delphin & Rowe, 2008) and such community support is desirable
and highly advocated. In addition, a special counseling curriculum with a focus on multicultural
competency and vocational rehabilitation outcomes in terms of the racial similarities or
differences between counselor and client is recommended, similar in principle to the ones
proposed by Marshall (1991) and Rosenthal (2004).
5.7 Recommended Future Research Directions and Practical Applications
This research has provided rehabilitation counselors valuable insights on how to reach
out to Arab American immigrants raising children with ASD based on the primary factor of
gender and secondary factors such as age, race, and education attainment. For example, they
need to pay attention to mothers, caregivers with limited or no education, and Palestinian and
Egyptian parents. However, several extensions can lead to a more comprehensive analysis and
further insights on the current research work. The scope of the current research is limited to
minority ethnic and cultural groups, such as the Arab American community. Future research may
extend the work to caregivers of all ethnic groups of U.S immigrants. The survey is also
restricted to questions provided in the DASS-21 questionnaire. A new question can be added to
assess if psychosocial stressor levels have been increased for caregivers who have been
diagnosed with existing depression and anxiety before they had children with ASD. A second
question can also be included to assess the religious background of the caregivers because
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religion is a central component of Arab life, affecting human activity, thought, and feeling
(Nobles & Sciarra, 2005).
Given the heterogeneity among Arab Americans, future research studies should also
examine diverse cultural practices and beliefs within each group. This may shed more light on
why Labanese Arabs cope better than Egyptians and Palestinians as reported in this study.
Finally, future research can be extended to Arab refugees from the Middle East. For example, the
Syrian refugee crisis remains the largest human displacement crisis in the world, and many of
these refugees are living in Egypt, Jordan, Lebanon, and Turkey. New factors such as adjusting
to a new environment and culture in these different countries can be studied to evaluate the
impact on the emotional coping mechanisms of this group of people. It is also valuable to
compare these findings to non-immigrants with children with ASD and those who do not have
children with disabilities.
The level of depression and stress for parents of children with ASD can be investigated
more thoroughly by evaluating the demographics of these children, such as the number of years
for which children had the diagnosis, the severity of disability, the age at diagnosis, and the life
transitions and milestones of children (i.e., children not reaching milestones of typical
development such as speech or language development). Research in these areas will enable to
optimize screening and early intervention programs. This becomes especially salient if one
considers that effective interventions targeting children with ASD require collaboration with
parents and early intervention. However, if parents are themselves distressed, then it may be
difficult to involve them in treatment. This may be further compounded by a diagnosis that
comes later in a child’s life, as not only has early intervention not taken place, but parents
typically have not built the support infrastructure and skills necessary to cope with the diagnosis
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and stressors that typically accompany it. As demonstrated by Estes (2009), problematic
behaviors among children can increase the level of parental stress and psychological distress. For
example, parents who care for a child with non-ASD disability or with long-standing ASD may
have elevated level of distress that may influence developmental trajectory of their children. By
recognizing how a child’s characteristics affect parental stress, it may be possible to help parents
to develop better coping styles and influence development of their child in a positive manner
(Dunn et al., 2001). Future research can further explore what specific characteristics are most
associated with the stress and difficulty these parents experience. For example, lack of eye
contact may be particularly difficult for a mother, as she may feel this means her maternal bond
with her child is diminished. Programs could explore other ways for a mother to feel a bond in
order to lessen this negative emotion.
Future research can explore what interventions are the most efficacious with regard to
parental coping, which in turn, can improve outcomes for children with autism and their families.
For example, research can explore how community programs may be implemented to help
parents to build social support network (Gerkensmeyer et al., 2008), improve resilience (Bekhet
et al., 2012), or get other necessary relief. Future research can focus on exploring how existing
programs may aid parents and use this information to specially tailor programs for this
population. For example, a program specific to this population may incorporate
psychoeducational programs on autism or have “parents night out” programs that alleviate some
parental stress.
5.8 Conclusions
This research has provided important insights on the psychosocial stressors faced by Arab
American immigrants when raising a child with ASD, their perceptions of rehabilitation
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counseling, and the implications of rehabilitation counseling practice based on gender, age,
education, and race. More specifically, this study has provided a detailed literature review as
well as new insights into the challenges faced by the caregivers and recommendations that
rehabilitation counselors should consider when helping these families overcome psychosocial
issues and adjust to their circumstances. It has identified specific groups of caregivers that may
need help from rehabilitation counselors. Overall, this data-driven study based on the DASS-21
questionnaire has developed promising ways to promote positive change in the American Arab
community regarding caregiving of children with ASD.
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APPENDIX 1. SURVEY

Your participation is entirely voluntary, and you can refuse to participate or withdraw at
anytime without penalty or loss of benefits to which you are otherwise entitled.

SECTION I
1. Are you a
Father of a child with ASD
Mother of a child with ASD
Grandfather of a child with ASD
Grandmother of a child with ASD
Other: _______
Prefer not to answer
2. Do you identify as:
Palestinian
Syrian
Lebanese
Egyptian
Other: _______
Prefer not to answer
3. Citizenship:(Check all that apply)
Green Card Holder
Naturalized
H1 Visa
Refugee
Other, Please Specify: _________________________
Prefer not to answer
4. What is your educational level?
No School
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High School
College
Graduate School
Prefer not to answer
5. Length of time in U.S. residency (years):
0 to 3 years
3 to 6 years
6 to 9 years
9 to 12 years
More than 12 years
Prefer not to answer
6. What is your age?
less than 20 years
20 to 25 years
25 to 30 years
30 to 35 years
35 to 40 years
More than 40 years
Prefer not to answer
7. Have you ever been diagnosed with depression or anxiety?
Yes
No
Prefer not to answer

SECTION II
Please circle one choice in the following statements.
8. Counseling is needed only by those with serious mental health problems.
Strongly agree
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Agree
Undecided
Disagree
Strongly disagree
Prefer not to answer

9. Counseling will allow me to see my problems more clearly.
Strongly agree
Agree
Undecided
Disagree
Strongly disagree
Prefer not to answer

10. Somebody with simple problems can also benefit from counseling.
Strongly agree
Agree
Undecided
Disagree
Strongly disagree
Prefer not to answer

11. I do not have any ideas what to do during the counseling session.
Strongly agree
Agree
Undecided
Disagree
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Strongly disagree
Prefer not to answer

12. I think counselors will only place the importance on social norms without considering my life
pressures.
Strongly agree
Agree
Undecided
Disagree
Strongly disagree
Prefer not to answer

13.I still can make my own decision though I have counseling.
Strongly agree
Agree
Undecided
Disagree
Strongly disagree
Prefer not to answer

14. I am confident that counselors will not disclose my problems to others without my consent.
Strongly agree
Agree
Undecided
Disagree
Strongly disagree
Prefer not to answer
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15. I am confident that counselors have cultural awareness and competence.
Strongly agree
Agree
Undecided
Disagree
Strongly disagree
Prefer not to answer

16. Counseling normally costs a lot of money.
Strongly agree
Agree
Undecided
Disagree
Strongly disagree
Prefer not to answer

17. If I need counseling, the counseling fee does not matter
Strongly agree
Agree
Undecided
Disagree
Strongly disagree
Prefer not to answer

18. Generally, counselors are genuinely concerned to help their clients.
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Strongly agree
Agree
Undecided
Disagree
Strongly disagree
Prefer not to answer
SECTION III
Please read each statement and select a number 0, 1, 2, or 3, which indicates how much the
statement applied to you over the past week. There are no right or wrong answers. Do not spend
too much time on any one statement. This assessment is not intended to be a diagnosis. If you are
concerned with your results in any way, please speak with a qualified health professional.
0 = did not apply to me at all
1 = Applied to me to some degree or for some of the time
2 = Applied to me to a considerable degree or for a good part of time
3 = Applied to me very much or most of the time

19. I found it hard to relax
0
1
2
3
Prefer not to answer

20. I was aware of dryness in my mouth
0
1
2
3
Prefer not to answer
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21. I couldn’t seem to experience any positive feelings at all
0
1
2
3
Prefer not to answer
22. I experience breathing difficulty (e.g. breathlessness or excessively rapid breathing in the
absence of physical exertion)
0
1
2
3
Prefer not to answer

23. I found it difficult to work up the initiative to do things
0
1
2
3
Prefer not to answer

24. I tended to over-react to situations
0
1
2
3
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Prefer not to answer

25. I experience trembling (e.g. in the hands)
0
1
2
3
Prefer not to answer

26. I felt that I was using a lot of nervous energy
0
1
2
3
Prefer not to answer

27. I was worried about situations in which I might panic and embarrass myself
0
1
2
3
Prefer not to answer

28. I felt that I had nothing to look forward to
0
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1
2
3
Prefer not to answer

29. I found myself getting agitated
0
1
2
3
Prefer not to answer

30. I found it difficult to relax
0
1
2
3
Prefer not to answer

31. I felt down hearted and blue
0
1
2
3
Prefer not to answer
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32. I was intolerant of anything that kept me from getting on with what I was doing
0
1
2
3
Prefer not to answer

33. I felt I was close to panic
0
1
2
3
Prefer not to answer

34. I was not enthusiastic about anything
0
1
2
3
Prefer not to answer

35. I felt I wasn’t worth much as a person
0
1
2
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3
Prefer not to answer

36. I felt irritable
0
1
2
3
Prefer not to answer

37. I was aware of the action of my heart in the absence of physical exertion
0
1
2
3
Prefer not to answer

38. I felt scared without any good reason
0
1
2
3
Prefer not to answer

39. I felt life was meaningless
0
92

1
2
3
Prefer not to answer

40 Is there anything you would like to share? (Please do not provide any information that can
potentially identify you).
_________________________________________________
_________________________________________________
_________________________________________________

THIS IS THE END OF THE SURVEY. THANK YOU FOR PARTICIPATING IN THIS
RESEARCH.
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APPENDIX 2. DATA ANALYSIS

Figures B.1 to B.3 show the collected survey data. Figures B.4 to B.6 show the statistical
analysis.
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Figure B.1: Demographics (Section I).
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Figure B.2: Rehabilitation counseling data (Section II).
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Figure B.3: DASS-21 data (Section III).
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